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THE NEPHROTIC SYNDROME 
Derrill B. Manley, M.D. 


Medical Center, 1313 N. 2nd Street “4S. 
Phoenix, Arizona 


(Continued from December, 1953 Issue ) 


Ei. In reference to treatment, one or more 
injections of plasma were given to 18 cases, 
with one patient receiving a grand total of 
26,010 cc of plasma. Eighteen patients re- 
ceived one or more whole blood transfusions. 
Seven cases received one or more courses of 
salt poor albumin, and 3 cases were given one 
or more courses of human serum.’ Mercur- 
ials were used liberally. Sixteen patients re- 
ceived mercuhydrin, six received thiomerin, 3 
were given salyrgan, and one patient received 
mercupurin. Thyroid was used in 12 cases. 
Acacia was given in two cases. Paracentesis 
was done on 16 patients, from 1 to 14 times. 
Other agents used were: ammonium chloride, 
(10 cases), urea (6 cases), magnesium sulfate, 
typhoid vaccine, Acidulin, Hypertussis, digit- 
alis, theophylline and theobromine, thoracente- 
sis, pitressin, pyribenzamine, Nephritin, Anede- 
min ,and large doses of Vitamin A (50,000 
units daily). All were without consistent or 
lasting results, with the exception of paracent- 
esis, which consistently relieved the discom- 
fort and distress of ascites, but without lasting 
effect. 

Diet was high protein and low salt or salt- 
free in 38 cases, low salt in five cases, and 
regular in two cases. 

Sulfa drugs were available to all 45 pa- 
tients, and penicillin was available to 43 out 
of the 45. Streptomycin was available to 31 
patients. _Aureomycin, Chloromycetin, and 
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Terramycin were available only to the last 
14 cases. 

F. Anemia was seldom a problem. Of the 
many red cell counts done all were between 
3.0 million and 5.7 million, with the exception 
of seven determinations, two of which were 
on patients in a terminal state. Hemoglobin 
varied from 6.0 Grams% to 17.0 Grams% 
with the great majority of determinations being 
over 10.0 Grams%. 

Non-protein nitrogen values varied from 17 
to 246 mg. %. Twenty-eight cases had more 
than 40 mg. %. Thirteen cases had greater 
than 60 mg. %, and six cases had more than 80 
mg. %. Blood urea and creatinine determina- 
tions were not done consistently enough to be 
of use. 

Total serum protein values ranged from 1.1 
to 6.4 Grams %, with the bulk of values ly- 
ing between 3.0 and 5.0 Grams %. Serum 
albumin varied between 0.23 and 4.7 Grams 
%, with most determinations being from 1.0 
to 3.0 Grams %. Serum globulin ranged from 
0.8 to 3.9 Grams %, with most values falling 
between 2.0 and 3.5 Grams %. Albumin/- 
Globulin ratios were obtained from 0.08 to 
3.24. In 25 out of 183 determinations, the 
ratio was less than 1.0. 

Cholesterol varied from 226 to 2310 mg. %, 
with 31 cases showing values greater than 500 
mg. %. 

Sedimentation rates were obtained, varying 
from 0 to 152 mm/hr determinations (Wester- 
gren). 


1 
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Urinalysis revealed the urine specific gravity 
to be high initially during the onset of an exac- 
cerbation, with a drop during diuresis, and 
finally stabilizing during remission approxim- 
ately between 1.015 and 1.030. Urine albumin 
was found to an abnormal degree in all cases, 
up to 10,000 mg. %. Hematuria of microscopic 
or gross degree was found in 34 cases. Thirty- 
three of these had more than five red cells 
per field on one or more occasions. Casts 
were consistently present. 

Eosinophilia of abnormal degree was noted 
in 26 cases, ranging up to 30% of the dif- 
ferential count. Throat cultures revealed beta 
hemolytic streptococci on 15 occasions, pneu- 
mococci on 12 occasions, and hemolytic staphyl- 
ococcus aureus on two occasions. E. coli, 
Klebsiella capsulata, H. influenza, and H. per- 
tussis were cultured from the throat on one 
occasion each. 

G. Of seven cases autopsied, one was anat- 
omically diagnosed as pure lipoid nephrosis, 
and six as glomerulonephritis, by the examin- 
ing pathologist. Of the six, two were con- 


sidered to be acute glomerulonephritis, one 
was sub-acute glomerulonephritis, and three 


were chronic glomerulonephritis. 
Microscopically, the kidneys of acute ne- 
phritis showed _ characteristic glomerular 
changes, with capsular thickening, hyaliniza- 
tion of capillaries and swelling of capillary 
endothelium, fibrinous thrombi in capillary 
tufts, and some sclerotic crescents. Marked 
swelling of the endothelium of the afferent 
arterioles was present. The tubules were wide- 
ly dilated and contained albuminous fluid. The 
tubular epithelium showed moderate degen- 
erative changes, and hyalin and granular casts 
were present in the lumina of the tubules. 
The glomeruli of chronic glomerulonephritis 
demonstrated all stages of fibrosis, from thick- 
ened Bowman’s capsule to complete oblitera- 
tion and hyalinization. Occasionally, a severe 
inflammatory reaction was seen about a glom- 
erulus. Functional glomeruli, in one case, were 
quite scarce. The convoluted and connecting 
tubules and Henle’s loops showed severe de- 
generative changes, especially in the convolut- 
ed tubules, consisting of swelling, cloudiness 
of cytoplasm and rupture of cell membranes. 
The tubules were dilated and contained pre- 
cipitated albuminous material forming casts. 
In some areas the tubules were completely 
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atrophied, with fibrous replacement. Many 
fat droplets were present. 

In the one case of pure lipoid nephrosis, the 
glomeruli showed only slight thickening, in 
some instances, of capillary basement mem- 
brane. A rare glomerulus had been scarred 
down and hyalinized. The tubules, however, 
were dilated, with droplets of fat in some of 
the tubular epithelial cells. The epithelium 
was flat and atrophic in some areas and some- 
times swellen and foamy in others, obliterat- 
ing the tubular lumen. “Foam cells” were 
identified. 

Grossly, the kidneys of chronic glomerulo- 
nephritis showed thickened capsules which 
stripped with difficulty, and adherent, scarred 
surfaces with spider capillary distribution. 
The kidneys of pure lipoid nephrosis, however, 
were large, pale red, and the capsules stripped 
with ease. 

There were no consistent or striking changes 
in the liver. 

The pathological causes of death included 
an overwhelming beta hemolytic streptococcal 
infection with septicemia, generalized periton- 
itis and pleuritis in one case, an acute fibrinous 
pericarditis and pneumococcal septicemia in 
another. A third case was attributed to cardiac 
failure, pulmonary edema and_broncho-pneu- 
monia, a fourth to pneumococcal septicemia 
and meningitis, and a fifth case to pericarditis 
and atelectasis. Widespread bacteroides in- 
fection pulmonary atelectasis and edema were 
directly responsible for death in the case of 
pure lipoid nephrosis. 

XI. __ Discussion. 

Reference to “cures” in this report is purpose- 
ly avoided. That some children suffering from 
the nephrotic syndrome do apparently get well, 
is not denied. However, what constitutes an 
adequate period of total remission to qualify 
as a cure is only speculation, and varies among 
different observers. Also, it is not difficult to 
conceive of a child recovering from the ne- 
phrotic stage of chronic glomerulonephritis, 
whose primary disease, nephritis, might lie 
clinically dormant for a considerable period of 
time before manifesting itself, perhaps fatally, 
at a later time. 

A remission, for the purposes of this report, 
is a sustained period of symptomatic normalcy, 
with improvement, but not necessarily clear- 
ing, of urine and blood findings, unless specific- 
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ally referred to also as a laboratory remission. 


Although the actual incidence of known al- 
lergic states (7 in 45) was not high in this 
group of patients, one is impressed with the 
surprising frequency and degree of eosinophlia. 
In view of the vacuum in which medical 
science finds itself regarding the etiology, or 
etiologies, of the nephrotic syndrome, one 
might postulate an allergic basis for the kidney 
pathology demonstrated. Just as the nasal 
mucosa in some individuals, and the bronchial 
mucosa in others, constitute the “shock” tis- 
esue for allergenic effect, the tubular epithelium 
of the kidneys might be similarly acted upon 
by an unknown allergen or allergens, with 
resulting cellular changes that in some ways 
are comparable to those seen in other allergic 
states. ACTH could manifest its known dis- 
ruptive influence on an antigen-antibody re- 
action taking place in the tubular cells, per- 
mitting the epithelium to return to normal 
function. In this light, the discussion by Gal- 
an (6) of increased tubular re-absorbtion of 
water in nephrosis, and unknown factors act- 
ing or the permeability of tubular epithelium 
becomes increasingly more interesting. One 


might speculate on what effect an antihista- 


mine agent, possibly given intravenously, 
would have in the initial phase of an exacer- 
bation of the nephrotic syndrome. 

The complete absence of beneficial effect 
from any type of infection, other than measles, 
is verification of the need for early and in- 
tensive treatment of the number one killer in 
this disease, infection. The experience with 
measles in this series of cases is consistent with 
that of other observers. With adequate anti- 
biotic control and a reasonable degree of re- 
serve in the patient, measles is a therapeutic 
tool that should be sought for and utilized at 
any opportunity in the nephrotic child. Of 
the seven measles cases undergoing remissions 
following this disease, four were clinically 
diagnosed as possible lipoid nephrosis and three 
as nephritis. Of the five still remaining in re- 
mission, including the patient who also re- 
ceived ACTH, three were diagnosed as lipoid 
nephrosis and two as nephritis. Seven out of 
eight cases, or 87.5%, who developed measles, 
went into remission. Five out of the seven, or 
71.5%, are still in remission. 


Of the 10 patients experiencing remissions 
following ACTH therapy, four were clinically 
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diagnosed as lipoid nephrosis and six as ne- 
phritis. Of the two still remaining in remis- 
sion, both were diagnosed as nephritis. Ten 
out of 14 patients, or 71.4%, who were treated 
with ACTH, developed remissions. Two out 
of the 10, or 20.0%, are still in remission. 

Twenty-one cases in the series had one or 
more remissions, occurring either spontaneously 
or following conventional types of treatment. 
Of this group, 11 were clinically diagnosed as 
lipoid nephrosis, and 10 as nephritis. Of the 
eight still in remission, five were diagnosed as 
nephrosis and three as nephritis. Thus, 21 
patients out of 45 cases, or 46.6%, developed 
remissions either spontaneously or following 
treatment other than with ACTH or Cortis- 
one. Eight of 21, or 38.1%, are still in re- 
mission. One patient was in a remission that 
could not be classified. 

Quite obviously, the occurrence of measles 
in a nephrotic child is more likely to produce 
a remission than treatment with ACTH or 
other agents, and the remission is more likely 
to be a lasting one. It would seem that ACTH 
— induced remissions have the poorest record, 
as far as duration of remission is concerned. 

Follow-ups revealed that seven, or 15.5%, 
of the original 45 cases were in some active 
phase of their disease at the time of writing. 
Sixteen patients, or 35.5%, were in remission. 
No record could be obtained on seven cases, 
or 15.5%. Fifteen of the 45 cases, or 33.3% 
have died. 

Seven autopsies were obtained. All dem- 
onstrated marked tubular changes, as describ- 
ed. One case had sufficiently minimal glom- 
erular changes as to be compatible with a 
pathological diagnosis of pure lipoid nephrosis. 

It is interesting that this single case of lipoid 
nephrosis demonstrated seven red cells in the 
urine, a non-protein nitrogen of 71 mg.%, a 
blood pressure on one occasion of 150/84, and 
was clinically diagnosed as nephritis. As re- 
gards the other six cases of proven nephritis, 
five were clinically diagnosed as nephritis, and 
one was nephrosis. Of the remaining eight 
cases, not autopsied, five were clinically diag- 
nosed as nephritis, and three as nephrosis. 

As regards the 30 cases presumably still 
living, the data compiled thus far on each case 
plus prolonged observation of many of these 
cases would allow a probable diagnosis of lip- 
oid nephrosis in six, and a definite diagnosis of 





4 ARIZONA MEDICINE 


nephritis in three. The remaining 21 cases 
must necessarily be relegated to a middle 
ground or doubtful group at this time, being 
referred to only as possible nephrosis or pos- 
sible nephritis. 

X. Conclusions. 

The occurrence of measles in a nephrotic 
child constitutes the best chance, either natural 
or therapeutic, for remission. It also produces 
the remission of best quality and longest dura- 
tion. 

ACTH and possibly cortisone represent the 
only recent advances in the treatment of the 
nephrotic syndrome of recognizable merit. 
Paracentesis is of considerable value as a count- 
er measure against the distress of ascites, and, 
if anything, should be used more frequently 
than is being done. 

The lessened average length of hospital stay 
of ACTH treated patients, as contrasted to 
those patients not treated with ACTH, sug- 
gests that its greatest value may be in the 
therapeutic inducement of remissions, thereby 
shortening the prolonged, tedious and finan- 
cially exhausting hospital stays, and minimizing 
the hospital exposure of these children to in- 
fection. 

Any infection in a nephrotic child, with the 
single exception of measles, should be treated 
promptly and intensively. There is almost no 
likelihood of beneficial effect resulting, and 
an excellent chance of detrimental effect from 
infection, other than measles, exists. 

The disturbing regularity of eosinophilia in 
these patients comprises one of the most in- 
teresting facets of this disease, and may ultim- 
ately assume a logical place in the explanation 
of its etiology. 

Regardless of whether lipoid nephrosis ex- 
ists as a separate entity, or is simply a stage 
of nephritis, autopsy findings confirm the fact 
that the majority of fatal cases are nephritic at 
the time of exitus, and perhaps, if the pro- 
cess manifested as the nephrotic syndrome 
could be arrested or reversed in its initial 
stage, the outlook for those afflicted would be 
considerably brightened. 

Pathology reports seem to confirm the ex- 
istence of a renal disease, exclusively tubular 
in its destruction, called pure lipoid nephrosis. 

The one case clinically diagnosed as nephritis, 
and subsequently diagnosed as lipoid nephrosis 
at autopsy, plus the number of cases presently 
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in quite prolonged remissions, illustrate the 
hazard inherent in dogmatism in voicing a 
diagnostic or prognostic impression in this 
disease. 

Enough of these children have been in pro- 
longed remission to the present time to war- 
rant a somewhat more optimistic outlook than 
was previously thought. 

XI. Summary. 

Forty-five cases, presenting originally as the 
nephrotic syndrome, cause undetermined, are 
analyzed. The disease, its subdivisions, and 
related conditions are defined. 

Treatment is briefly dealt with, and, the 
relative value of various measures mentioned. 

The present status of each case is given, 
and reference to prognostic and diagnostic 
accuracy in this disease is made. 

The clinical, laboratory, and pathological 
characteristics of the nephrotic syndrome are 


described and discussed. 
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CANCER OF THE STOMACH 
Lewis W. Guiss, M.D.* 
Los Angeles, California 


Cancer ranks second only to cardiovascular 
disease as the commonest cause of death in 
this country, and of all deaths due to carcin- 
oma, about one-fourth are due to gastric can- 
cer. As the age of the population increases 
the number of persons who will die of gastric 
cancer, also grows larger. There are at the 
present time probably about 45,000 new cases 
of cancer of the stomach each year in the Unit- 
ed States and it is regrettable that the number 
of deaths each year also very closely approx- 
imates the same figure. A recent survey (3) 
of the cancer problem as affecting the general 
population revealed that less than 2 per cent of 
those developing cancer of the stomach were 
treated in time so that they might be cured of 
their disease. The very frequency of gastric 


cancer and the present almost non-existant 
absolute cure rate demands a serious consid- 
eration of the entire problem and a determin- 
ation of how the number of persons who die 
from this condition might be diminished. 


The natural history of gastric cancer is 
very important and any reasonable attack upon 
the problem of this disease must take into con- 
sideration the essential facts about its develop- 
ment and subsequent behavior. The onset is 
insidious, usually with few signs and there is 
no single group of symptoms which is charac- 
teristic. The stomach is a relatively large hol- 
low organ and a lesion must become large en- 
ough to interfere either with one of the orfices 
or to disturb the motility of the organ before 
symptoms can develop. This is of course ex- 
tremely variable, depending upon the rate of 
growth of any particular lesion, its exact lo- 
cation and its ability to infiltrate the underly- 
ing stomach walls. The first point to be 
made clearly understood is that really early 
gastric cancer is completely without signs and 
symptoms and that a variable period must 
elaspe before these growths attain a sufficient 
size to interfere with the function of the organ. 
There has been considerable speculation about 
how long it takes for gastric cancer to develop 
sypmtoms. How long it takes cancer of the 
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stomach to make itself clinically manifest, no 
one knows for sure, and of course it varies 
from one lesion to another. However, some 
recent work (2) suggests that the latent inter- 
val may very well average somewhere around 
two years, depending of course on its loca- 
tion and the biologic aggressiveness of the 
particular lesion. Like cancer of the lung, it 
is necessary to divide the natural history of 
cancer of the stomach, into two phases. First, 
the silent or asymptomatic phase lasting over 
a variable period of time, certainly over many 
months and frequently years, which is followed 
by the clinical or syptomatic phase which be- 
gins when syptoms are noticed. All teaching 
about gastric cancer and most of the thought 
about this condition has in the past ignored 
the asymptomatic phase and has been confined 
entirely to discussion of only the clinical or 
symptomatic phase and this is not, and cannot 
be considered in any way early gastric cancer. 
To repeat, early cancer of the stomach is a 
silent disease and symptoms, although they 
may be early in themselves are a sign of rel- 
atively late disease. Accepting the idea that 
symptomatic gastric cancer is relatively late 
gastric cancer, the need for prompt and ef- 
fective surgical treatment becomes apparent 
and the tragedy of further delay can be seen 
in its true perspective. 

The first symptoms of gastric cancer can 
be very confusing. Often there is only vague 
indigestion, occasionally diarrhea or constipa- 
tion, sometimes gaseous distention. Often the 
earliest noted symptom is unusual fatgue. Any 
of these symptoms persisting over a week or 
two should be carefully investigated. Weight 
loss, chronic indigestion, and signs of obstruc- 
tion or a palpable mass cannot be considered 
early symptoms, but are usually indications of 
far advanced hopeless gastric cancer. If there 
is delay until the symptoms point accurately 
to cancer of the stomach, the possibility for 
cure is usually already lost. 

The clinical work-up of the gastric cancer 
suspect is relatively simple. It should never 
require more than a week for its completion. 
The history is frequently not too helpful and 
a careful physical examination, while essential 
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may only be reassuring in that no absolute 
signs of inoperability are present. A routine 
blood count may indicate unexplained second- 
ary anemia. The gastric analysis is informa- 
tive as to the presence or absence of free hy- 
drochloric acid but this information in itself 
can have no bearing upon the malignancy or 
benignancy of any gastric condition. A stool 
can be run for occult blood, if negative it 
means nothing; if it is positive it only indicates 
that the patient is bleeding somewhere along 
the gastrointestinal tract. The all important 
examination, the one examination which should 
be ordered without delay is the roentgeno- 
graphic examination by a competent radiolo- 
gist. 

The effectiveness of radiographic diagnosis 
for gastric neoplasms exceeds 95 per cent which 
is high indeed for any diagnostic test, but this 
very high index of accuracy is probably only 
another reflection of the advanced nature of 
the pathology of the average case by the time it 
gets to the radiologist. The mere fact that 
this test does carry this high degree of ef- 
ficiency merely means that the radiologist is 
usually seeing not early, but advanced cancer 
of the stomach. Gastroscopy is frequently use- 
ful in questionable cases but its greatest use is 
in following non-surgical conditions. Papanico- 
laou techniques of various types, especially 
those applying the abrasive balloon and papaine 
solutions, have been developed to a very high 
degree of accuracy and may very well clinch 
the diagnosis before surgery. Its practical ap- 
plication to any particular case however, prob- 
ably will be limited to those questionable cases 
where the roentgenographic diagnosis is in 


doubt. 


Once the presence of a suspicious lesion in 
the stomach has been demonstrated there is 
only one treatment and that is immediate and 
adequate surgery. The type of surgery nec- 
essary to cure cancer of the stomach varies con- 
siderably with the size of the lesion and its 
Iccation. It is perfectly obvious that if the 
cancer of the stomach is still limited to the 
organ itself without any nodal metastases be- 
ing present, that removal of that portion of the 
stomach involved together with an adequate 
margin would result in a cure. Recent studies 
(4) show that extension along the intramural 
lymphatics of the stomach itself occur far 
more extensively and frequently than was once 
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thought and there has been a tendency to in- 
crease the margins of normal tissue being re- 
moved. This trend has been further supported 
by the finding of residual disease in the re- 
section line in a very high percentage of op- 
ertive specimens(1, 10). It is obvious that les- 
ions in the distal portion of the stomach where 
small lesions cause symptoms early and where 
the removal of the adjacent lymph nodes can 
be accomplished by subtotal gastrectomy could 
be cured by this procedure. However, sur- 
geons are becoming increasingly aware of the 
fact that lesions along the lesser curvature in 
the region of the cardia metastasize quite ear- 
ly to the region of the celiac axis and probably 
no procedure less than a total gastrectomy will 
effect a cure in this area. Obviously the ab- 
solute prerequisite for cure in gastric cancer 
is that the disease be so located and limited 
in its extent that the surgeon is technically 
able to encompass all the neoplastic tissue dur- 
ing the procedure of resection. If this is not 
possible the operation is from the onset pal- 
liative only in its objective and the possibility 
of a cure is non-existent. 


Unfortunately, the exact extent of the di- 


sease is rarely apparent at exploration. Mic- 
roscopic extensions and metastases which pre- 
clude the possibility of cure are often present 
at the time of the procedure. With the increas- 
ing acceptance of palliative resection as good 
management the surgeon is not so often faced 
with the decision as whether or not to resect 
but is confronted with the responsibility of 
ever increasing the scope of the operation so 
that the entire neoplastic process may be ex- 
cised and a cure obtained. This philosophy has 
has resulted in more extensive removal of the 
regional nodes and omental tissue. With the 
advent of various refinements in anesthesia, 
transfusions, antibiotic therapy and new op- 
erative approaches, more radical resections are 
being done. The procedures of cardiectomy 
and total gastrectomy have permitted surgical 
removal of lesions previously regarded as in- 
operable because of their location. It is now 
technically possible to do a near evisceration 
of the contents of the upper abdomen and have 
the patient survive. Whether or not such 
heroic methods will contribute to an improved 
cure rate remains to be seen. It is primarily 
the stage of the disease, not the radical scope 
of the surgery which predetermines the suc- 
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cess of resection. To obtain a cure then, de- 
lay in treatment must be cut to an absolute 
minimum. There can be no place in the cur- 
ative attack on the gastric cancer problem for 
observation of questionable cases if our present 
cure rate is to be increased. 


What are the cure rates for gastric cancer 
at the present time? In a recent very large 
survey(3) as applied to the general population, 
there were some very encouraging discovertes. 
One-third of all patients who successfully sur- 
vived gastric resection for cancer were alive 
and free of signs of recurrent disease five years 
later. True, some patients did develop re- 
current disease after the fifth anniversary of 
their operation and some died of other causes 
before they had reached their fifth anniversary. 
The encouraging point is that one in three of 
patients who survive resection of the stomach 
for cancer may expect to be alive and free of 
his disease at the end of five years. Another 
important finding was that the operative mor- 
tality for major stomach surgery had progress- 
ively dropped in the last few years, until at 
the time of the survey it was less than five 


per cent for subtotal gastrectomy for cancer. 
Unfortunately, only about 30 per cent of pa- 
tients who were operated were suitable for 
While operability rates in 
certain private hospitals and clinics ran as 
high as 75 per cent, when all hospital admis- 
sions were considered this figure dropped to 


curative resection. 


somewhere around 40 per cent. At the pre- 
sent time only one patient in eight admitted 
to a hospital for cancer of the stomach is in 
good enough condition and has his disease so 
localized that he is eligible for a curative re- 
section. Further study of mortality figures 
suggests that about 20 per cent, or one in five, 
of all persons dying of this condition are never 
admitted to any hospital and apparently de- 
velop their disease and die at home without 
any chance for curative treatment. This is 
a sharp and unhappy contrast to the findings 
that one in three persons who have successful 
gastric resections may expect to be free of di- 
sease at the end of five years. The fact is 
that so few people are admitted to hospitals 
in condition suitable for surgery that the over- 
all cure rate for the general population devel- 
oping gastric cancer is not much more than 1 
per cent. What then are the reasons for this 
appalling and unnecessary discrepancy between 
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the possible and actual cure rate for gastric 
cancer today? 


In an effort to determine the major factors 
involved in the delay of treatment, 811 con- 
secutive case records were recently examined 
(3). It was found that while 17 per cent of 
patients reported to their physicians less than 
one month after onset of symptoms that it 
was not until six months had passed that the 
majority had made their first visit. It was 
gratifying to note that over 80 per cent of pa- 
tients had a diagnosis of gastric abnormality 
established in less than one month from the 
time of their first physician visit. This indi- 
cates commendable promptness on the part of 
the doctor in submitting the patient to roent- 
genographic examination. The disheartening 
point is that after the diagnosis was made that 
so little was accomplished. Only 2 per cent 
of these patients were admitted to a hospital 
for surgery in less than 1 month after the onset 
of symptoms. At the end of six months at 
which time 60 per cent had seen their doctors 
and of these more than 90 per cent had had 
idliagnoses of gastric lesions established, still only 
10 per cent had come to definitive treatment. 
This suggests that after a diagnosis of a serious 
gastric condition becomes apparent that either 
the patient must refuse treatment or that the 
physician in charge of the case has not con- 
vinced that patient of the importance of prompt 
and adequate surgery. Almost always, careful 
scrutiny of the case history will reveal that the 
patient follows the physician’s advice. This 
latter delay too often reflects the doctor’s lack 
of conviction that an immediate operation is 
imperative if cure is to be effected. A second 
important cause for delay in treatment is the 
fact that often it is impossible for the radio- 
ologist to differentiate between gastric cancer 
and gastric ulcer or some other abnormality of 
the stomach. His report necessarily will con- 
tain this indecision. It is not fair to expect 
the radiologist nor is it possible for him to make 
a definite diagnosis in every case. Certainly 
if carcinoma of the stomach is to be discovered 
and treated while still early and in a curable 
stage, the characteristic signs will often be ab- 
sent. That it should be required that the 
disease progress to such a stage prior to sur- 
gery that the radiologist can make a definite 
diagnosis of carcinoma of the stomach is equiv- 
alent to waiting for signs of probable incura- 
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bility. A third group of patients have a delay 
in their surgical treatment due to the fact that 
they have lesions which are regarded as be- 
nign gastric ulcers. Here long periods of med- 
ical management or so-called “observation” fre- 
quently permit the progression of the disease 
to an incurable or inoperable stage. Medical 
management of gastric ulcer can be a _very 
dangerous program unless supervised with ex- 
treme caution, preferably in a hospital and nev- 
er continued unless healing is complete in two 
or three weeks. In view of the general su- 
perior results obtained by the surgical treat- 
ment of benign gastric ulcers as compared to 
medical management, the presence of a be- 
nign gastric ulcer must be regarded as a not 
absolute but a relative indication for immediate 
gastric resection. 

The fourth and numerically most important 
cause for delay lies in the natural history of 
the disease itself. Reference is made to the 
long latent period during the development of 
cancer of the stomach. Truly early gastric 
cancer is alway asymptomatic. As stated ear- 
lier there is evidence to suggest that the average 
duration of this silent period is somewhere 
in the neighborhood of two years. During this 
time, nodal and distant metastases frequently 
occur, making the patient completely hopeless 
from the standpoint of a cure. Probably if all 
delay in diagnosis, and treatment after symp- 
toms develop were to be eliminated by some 
possible Utopian arrangement, only about 25 
per cent of all patients with gastric cancer 
could be operated on while they still have a 
chance for a permanent cure. 

Granting that current efforts to control this 
disease leave much to be desired, how might 
the present cure rates be improved? First by 
a radical change in philosophy in regard to this 
disease. Both layman and physician alike must 
accept the truth that gastric cancer is curable 
if operated while still early. If doctors will 
accept this philosophy and so advise their 
patients, the major portion of the delay from 
diagnosis to treatment could be eliminated and 
the cure rate with present methods could be 
measurably increased. 

How about the 75 per cent of patients who 
are probably incurable by the time their symp- 
toms develop? What can be done here? Ob- 
viously the only way to discover patients with 
gastric cancer still in the latent phase is to 


January, 1954 


submit the population considered to be at risk 
for the condition, to some type of screening 
test. Such an idea is not at all new, and var- 
ious types of tests have been applied to this 
problem. Various blood and urine tests have 
proven to have little or no value. Special groups 
of people who have been regarded as being sus- 
ceptible to gastric cancer have been submitted to 
routine x-ray examinations (6, 7). Some of these 
surveys(5, 8) have been restricted to people over 
40 or over 50, those who had relatives with can- 
cer, or those who had occult blood in their stools. 
The result has not been at all encouraging. More 
recently the photofluorographic survey method 
has been tested in several large centers. These 
fluoroscopic studies indicates that unsuspected 
gastric cancer can be uncovered at rates pre- 
dicted from the known incidence figures. To 
quote one group of investigators(9), “Gastric 
photoflurography can be considered an inex- 
pensive cancer test with single organ specif- 
icity, high accuracy and low false positive rate.” 
It is difficult to agree that the procedure is an 
inexpensive cancer test but it appears to 
have as high an accuracy as any tool avail- 
able at the present time. Perhaps the photo- 
fluorographic survey method is not the ans- 
wer to the problem of discovering asympto- 
matic gastric cancer but certainly everything 
possible should be done to eliminate the delay 
in surgical treatment in the symptomatic phase. 
It is difficult to escape the conclusion that if 
any impact is to be made upon the problem 
of asymptomatic gastric cancer, that it will have 
to be by some survey means such as the photo- 
fluorographic method. 
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LESIONS, A REPORT OF 62 CASES* 
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| PROVEMENT in technical aids available to 
the neurosurgeon has lowered the operative 
mortality of surgical treatment for intracranial 
vascular lesions to a level of other major brain 
surgery. Furthermore, hemorrhage from these 
vascular lesions carries a risk to life of approxi- 
mately 50 per cent and a risk of serious neurol- 
ogical disability almost as great. Therefore, it 
is imperative that patients suspected of having 
one of these conditions be given the benefit of 
neurosurgical evaluation as soon as their condi- 
tion warrants transportation to where such facili- 
tie, are available. 

During the years 1946-1953, 62 patients were 
treated by the Neurosurgical Section of Walter 
Reed Army Hospital for intracranial vascular 
lesions. The size and location of the lesion was 


determined by history, neurological signs, arter- 
iography, electroencephalography and occasion- 
ally by pneumoencephalography. These vascu- 


lar lesions have been classified into three groups: 
1. Saccular or berry aneurysms of the circle of 
Willis. 2. Congenital arteriovenous anomalies or 
varices of the brain. 3. Acquired arteriovenous 
fistulae of the internal carotid artery and the 
cavernous sinus. 

Aneurysms. The largest number of patients 
has been those with saccular anerysms mani- 
fested by subarachnoid hemorrhage or sudden 
development of focal neurological signs. Since 
the mortality of this lesion from initial and sub- 
sequent hemorrhage is so high, surgery should 
be considered in all cases. Each patient must be 
evaluated on an individual basis and the particu- 
lar operative procedure adopted to secure maxi- 
mal results with minimal risk. 


Aneurysms of the internal carotid artery below 
its bifurcation should be treated by initial liga- 
tion of the artery in the neck, when preliminary 
compression of the artery is tolerated for thirty 
minutes without producing neurological signs. 
If the patient’s age and general condition per- 
mit, the neck ligation should be followed by in- 
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tracraniai clipping of the internal carotid artery, 
thus trapping the lesion between clips and lig- 
ture, and isolating it from the circulation. Those 
aneurysms located on the anterior communicat- 
ing artery are probably best left alone, since the 
risk of surgery here is as great or greater than 
if the lesion were left alone. 

Middle cerebral artery aneurysms on the dom- 
inant hemisphere should be treated by ligation 
of the carotid artery in the neck. If the 
aneurysm is on the nondominant hemisphere and 
has a neck which can be clipped, intracranial at- 
tack should be done. 

Aneurysms in the posterior fossa should be 
exposed surgically and clipped if they are lo- 
cated on an artery which can be sacrified with 
safety. Otherwise, only packing with muscle is 
justified. Ligation of the vertebral artery is not 
advised. 

The results of surgical treatment are tabulated 
to show the operative procedures used and the 
risks of hemiplegia and post-operative fatality 
calculated percentage-wise. Five patients had a 
ligation of the carotid artery in the neck as the 
only treatment; there were no deaths and one 
hemiplegia (20 per cent). 

Thirty-five patients had intracranial operations 
with two deaths (6 per cent) and three hemi- 
plegias (9 per cent). Of the 35 patients, 16 
had a combined intracranial approach and liga- 
tion in the neck with one death (7 per cent) and 
two hemiplegias (13 per cent). 

Of all the 40 patients with aneurysms treated 
surgically there were two deaths (5 per cent) 
and four hemiplegias (10 per cent). All pa- 
tients surviving operation are alive and have had 
no recufrence of symptoms nor signs. 

Congenital Arteriovenous Anomalies. These 
lesions are probably of congenital origin and 
grow progressively until they declare their pres- 
ence by recurrent epileptic seizures or subarach- 
noid hemorrhage. 

Surgical excision of these lesions is a formid- 
able task accompanied by high morbidity and 
mortality in unselected cases. Furthermore, the 
risk to life from repeated hemorrhage is much 
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TABLE I 


Occlusion neck of aneurysmal sac: 
With removal of aneurysm 
Without removal of aneurysm 
Trapping carotid artery between intra 
cranial clip and ligation in neck 
Trapping aneurysm between intracranial clips 
Packing aneurysm with muscle 
Intracranial operation of all types 
Ligation carotid artery in neck only 
Total 


Cases No. 


Hemiplegia Deaths 
Per Cent No. Per cent 


3 0 
5 0 


Nond = 


40 


TABLE Il 
Arteriovenous Anomalies 


Number Death 


Excision 6 
Decompression ; 2 
No Surgery 8 

Total 16 


smaller than that from saccular aneurysms. All 
of these factors mitigate against surgical attack 
except when one or more of the following con- 
ditions are present: 1. Uncontrollable epileptic 
seizures. 2. History of two or more subarach- 
noid hemorrhages. 3. Presence of intracerebral 
hematoma as evidenced by shift of blood ves- 
sels in the arteriogram. 4. Location of the le- 
sion in a place where excision can be done with- 
out producing hemiplegia or aphasia. 

X-ray therapy is not advised. Ligation of the 
carotid artery in the neck is seldom indicated 
because collateral circulation will quickly de- 
velop in the lesion from the circle of Willis. 


The surgical results in Table II are self ex- 
planatory. 


Carotid Artery-Cavernous Sinus Fistulae. This 
condition is usually caused by closed trauma to 
the head with or without fracture of the bones in 
the region of the cavernous sinus. This arterio- 
venous mass becomes progressively larger pro- 
ducing a machinery-like bruit, pulsating exoph- 
thalmos, ocular palsies and loss of vision in the 
affected eye. If untreated, the lesion becomes 
larger with increasing neurological deficit and 
eventual death by rupture. 


Initial treatment requires ligation of the inter- 
nal carotid artery in the neck. If the fistula per- 


Sequelae Due 
Percent to Operation Improved 


1 17 4 


0 0 
0 0 
1 4 


sists, the internal carotid artery should be ex- 
posed and clipped intracranially, thus trapping 
the lesion between the ligature in the neck and 
the intracranial clip. 

A total of six patients have bzen operated on 
and cured of this lesion. All patients required 
intracranial clipping after ligation of the internal 
carotid artery in the neck. There were no post- 
operative deaths nor hemiplegias. One patient 
died two years after surgery from rupture of a 
berry aneurysm on the opposite carotid artery. 


SUMMARY AND CONCLUSIONS 


1. Sixty-two patients with various types of 
intracranial vascular lesions have been treated 
surgically. 

2. Forty patients with saccular aneurysms of 
the circle of Willis were operated on with a 
w.ortality of 5 per cent and a hemiplegic mor- 
hidity of 10 per cent. 


3. Eight patients with arteriovenous anomalies 
of the brain were operated on with 13 per cent 
mortality and no hemiplegic morbidity. 


4. Six patients with carotid artery cavernous 
sinus fistulae were treated by ligation of the in- 
ternal carotid artery in the neck followed by 
intracranial clipping of the carotid artery with 
no operative mortality nor morbidity. 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 


CASE REPORT 


The patient, white male, 52 years of age, a 
contractor, was admitted to the Osler Clinic 
(service of Professor Warfield T. Tongcope) on 
the evening of February 1, 1936, with the com- 
plaint of severe headache that had started sud- 
denly four days earlier in the occipital region 
and had gradually become more generalized and 
more severe. 

Family History. The parents of the patient 
are both dead, the mother having died at the 
age of 62. He was one of a family of six, four of 
whom are living and well, one having died of 
influenza at the age of 15. The family in gen- 











eral has been healthy except for a tendency to 
obesity. There has been no history of any dis- 
ease similar to the patient’s in his family. 


Past History Of Patient. Except for measles 
in childhood and an attack of pneumonia at the 
age of 12, the patient has enjoyed excellent 
health except that for many years he has had 
a monthly headache lasting 10 or 12 hours, ap- 
parently migraine. He denies venereal infection 
at any time in his life. 

His habits with regard to food and drink have 
been abnormal. It is said that he has taken only 
one meal a day (in the evening). On rising in 
the morning he has taken one cup of coffee with 
two small glasses of whiskey. There has been 
no midday meal. He has been a liberal drinker 
of wine, consuming six or seven bottles daily 
in the summer time and often as many as 10 
bottles daily in the winter time. In addition, he 
states that he has taken “as much beer as he 
could get.” He smokes from three to six cigars 
daily. 

He has never been operated upon and has 
suffered no traumata. 

About one year ago his eye-sight began to 
fail and he was fitted with glasses. 


History Of Present Illness. Four days before 


admission to the hospital, the patient, having 
felt perfectly well until that time, had spent the 
afternoon at the movies. After supper, the one 
meal that he eats each day, he had not felt quite 
up to the mark. About 8:00 p.m. he went from 
the hot kitchen upstairs to a cool porch to get 
some clothing and on returning to the warm 
room he was suddenly seized with a severe, con- 
tinuous, throbbing headache, beginning in the 
posterior part of the head and right temporal 
region and soon spreading over the whole of 
the head. He went to bed immediately, felt 
nauseated and tried to vomit within ten min- 
utes after the onset of the headache. He slept 
some through the night but next day the head- 
ache was worse. He felt feverish, sweated pro- 
fusely and found it difficult to open his eyes or 
to see what was going on about him and was 
unable to eat as food caused nausea. He could 
however, retain water in the stomach. On the 
second day, he took 12 pills that came from a 
drug-store but without any relief. Indeed, the 
symptoms not only persisted but became inten- 
sified. There was no bowel movement during 
four days despite numerous doses of salts. He 
was not unconscious or stuperous at any time 
and remembers coming to the hospital. There 
is no history of overexertion, excitement or 
trauma preceding the attack. 

Physical Examination (Dr. Mirick and Dr. 
Harvey). Temperature 101. Respiratory rate 
28. Pulse rate 56. The blood pressure was 
150 systolic, 75 diastolic. The patient was evi- 
dently suffering severe pain and was so acutely 
ill that he was disturbed as little as possible 
during the examination. There was evident 
photophobia. The patient was somewhat obese 
and the skin was moist. The pupils were small 
and reacted well, both to light and accommo- 
dation. There was no nystagmus and no con- 
jugate deviation of the eyes. Examination of 
the eye grounds was negative. There was some 
deflection of the nasal septum to the right. Mod- 
erate gingivitis. Slight pharyngitis. The glands 
at the angle of the jaw were palpable but the 
glands elsewhere were not enlarged. No en- 
largement of the thyroid gland. There was 
marked rigidity of the .neck and a definitely 
positive Kernig sign. The lungs and heart were 
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negative. The radial arteries were palpable but 
not much thickened. Abdomen and genitalia 
negative. Deep reflexes everywhere normal. 
Abdominal and cremaster reflexes present. Bab- 
inski negative on both sides. There was some 
tenderness on pressure over all of the anterior 
part of the head. 

Laboratory Tests. Blood: red blood cells 5,- 
330,000; hemoglobin 120; white blood cells 13,- 
860; polymorphonuclear neutrophiles 80 per 
cent; eosinophiles 2 per cent; small mononuclears 
18 per cent. URINE: Sp. Gr. 1.020; trace of 
albumin; no sugar; a single hyaline cast seen; 
no white blood cells; no red blood cells. CERE- 
BRO-SPINAL FLUID: Lumbar puncture done 
in the accident room before sending the patient 
up to the ward revealed a cerebrospinal fluid 
that was under pressure of 230 mm. of water. 
It was grossly bloody, contained 140,000 red 
blood cells per cu. mm. and 520 white blood 
cells of which 80 per cent were polymorphonuc- 
lears and 20 per cent small mononuclears. On 
sedimentation the supernatant fluid was yellow- 
ish (anthochromia ). 

Course In The Hospital. The patient was 
kept quiet in bed with orders for liquid diet, 
with limitation of the fluids to 3,000 c.c. He was 
given paraldehyde occasionally in 20 c.c. doses. 

On the following day, February 2, the blood 
pressure had fallen to 144 systolic and 80 diasto- 
lic but the patient still complained of severe 
pains in the head. In the afternoon he was given 
a dose of avertin and the blood pressure after- 
wards fell to 130 systolic and 60 diastolic. An- 
other lumbar puncture was done the pressure 
was 210 mm., Queckenstedt negative. Red cell 
count in the spinal fluid 130,000. White cell count 
600. That evening the patient felt much better 
though he was still drowsy from the sedatives. 
The headache had become less severe. 


On February 3, another lumbar puncture was 
done the fluid was blood tinged. About 8 c.c. 
were withdrawn. The pressure was 240 mm., 
Queckenstedt negative. Red blood cells 21,000. 
White blood cells 420. The headache continued 
but was not quite so severe. He was given 
another dose of avertin. 

On February 4, the patient complained of 
frontal headache. There was no vomiting nor 
any significant change in respiration, blood pres- 
sure or pulse.. Cerebrospinal fluid (8 c.c.) re- 
moved at 8:00 A.M. showed an initial pressure 


arachnoid hemorrhage. 
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of 210 mm. The fluid was cloudy and of pinkish 
color. Red blood cells 14,420; white cells 230. 

Another lumbar puncture was done at 8:00 
P.M. The initial pressure was 220 mm. About 
18 c.c. of pinkish, slightly cloudy fluid were 
removed. Red cell count 12,000. 

On February 5, lumbar puncture was done in 
the early morning. The initial pressure was 
190 mm.; 7 c.c. of pale pinkish fluid removed; 
red blood cells 9,700. During the day the pa- 
tient improved much symptomatically. The 
blood pressure was 140 systolic and 90 diastolic. 
The respiratory rate 20. Pulse rate 68. He re- 
ceived no sedatives during that day except a 
little codeine. At 9:00 P.M. another lumbar 
puncture was done. The initial pressure was 
190 mm.; 10 c.c. of pale yellow fluid removed. 
The red cell count was 13,000 in the fluid. 

On February 6, in the afternoon, another 
lumbar puncture was done. The initial pres- 
sure of the fluid was 60 mm.; 8 c.c. of pale yel- 
low fluid removed. Red cell count 130; white 
cell count 120. 

By February 7, the patient had improved so 
much that he said he felt himself again. The 
headache had disappeared, he could open his 
eyes comfortably, the neck was no longer stiff, 
and the Kernig sign had disappeared. Cultures 
from the blood and cerebrospinal fluid remained 
negative. 

DR. BEN P. FRISSELL 

The protocal of the last case which I dis- 
cussed before this group was prefaced by a 
remark by Dr. Fuller Albright to the effect that 
unless he was all wrong, the case presented no 
diagnostic difficulties. I am very much tempted 
to follow the cue of Dr. Albright in this case 
for, in my book, the combination of severe 
headache and grossly blood spinal fluid speaks 
for a diagnosis of subarachnoid hemorrhage. The 
symptoms and the clinical and laboratory find- 
ings can be very adequately explained by this 
diagnosis. These are primarily the signs of men- 
ingeal irritation; i.e., headache, nausea, stiff neck, 
positive Koernig sign, photophobia, etc. The 
temperature elevation is likewise compatible 
with this diagnosis as is the moderate leukocy- 
tosis and, for some unknown reason, albuminuria 
is a finding rather constant. in cases of sub- 
There has been no 
plausible explanation for this finding. It has 
been ascribed to reflex irritation of the renal 
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The Problem of Nausea and Vomiting: 


ITS TREATMENT WITH DRAMAMINE® 


Whenever nausea, vomiting and vertigo 
are disturbing and complicating factors, 
Dramamine may be used with confidence. 

Keats! outlines the wide list of conditions 
in which Dramamine (brand of dimenhydri- 
nate) has proved valuable as follows: “It has 
been well established in the control of motion 
sickness. It has been used effectively in the 
prevention and treatment of seasickness, air- 
sickness, [in the treatment of] the nausea of 
pregnancy, Méniére’s syndrome, .. . radia- 
tion sickness ...and postfenestration reac- 
tions.... The site of action is imperfectly 
understood, but there is indication of an 
action of depressing labyrinthine function or 
its neural pathways, a highly selective central 
action, or both. Few side reactions of this 
drug have been noted.” 

The usual dose for motion sickness is 50 
mg. (one tablet) taken one-half hour -before 
departure and, if necessary, before meals for 
the duration of the journey. Control of 
nausea and vomiting of other conditions and 
severe motion sickness is achieved, with 
minimal drowsiness, by a dosage of 100 mg. 
every four hours. 

*{Dramamine] is administered orally or 
rectally. ... The same doses may be admin- 
istered rectally by insertion of the tablet or 
other suitable form. . . .””? 

Dramamine Liquid is particularly useful 
for children. 

Dramamine is accepted by the Council on 
Pharmacy and Chemistry of the American 
Medical Association. 


1. Keats, S.: Ataxic Cerebral Palsy with Akinetic 
Seizures: Dramatic Response to Dramamine, J. M. 
Soc. New Jersey 50:53 (Feb.) 1953. 

2. Council on Pharmacy and Chemistry: New and 
Nonofficial Remedies, 1953, Philadelphia, J. B. Lip- 
pincott Company, 1953, p. 471. 


THE VOMITING REFLEX: Vagus— nodose gang- 
lion-» solitary tract» spinal cord cervical, thor- 
acic and lumbar nerves to diaphragm, cardiac sphinc- 
ter, stomach, abdominal and pelvic musculature. 
(After Krieg, W. J. S.: Functional Neuroanatomy, 
ed. 2, New York, The Blakiston Company, Inc., 
1953, p. 104.) 


SEARLE Research in the Service of Medicine 
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tubules and to some central nervous system stim- 
ulation similar to that found in cases of cerebral 
hyperglycemia. The slow pulse and the mod- 
erate elevation of blood pressure speak for in- 
creased intracranial pressure as does the in- 
creased manometric pressure recorded at the 
time of the spinal fluid examination. There are 
usually no eye ground changes unless the pres- 
sure increase is so great as to produce coma 
which did not happen in our case. 

The finding of a mild pharyngitis, enlarged 
cervical lymph nodes, and chronic gingivitis at 
the time of examination, together with the fever 
and leukocytosis, does not tend to turn me from 
my original impression even had we not been 
told at the end of the protocol that the cultures 
of the spinal fluid were negative throughout the 
period of hospital observation. Given a man 
with perverse eating habits and the drinking 
and smoking habits which this man claimed, I 
scarcely see how we can expect to find a normal- 
looking pharynx for the amount of cigar smoke 
and alcoholic beverage that traversed his phary- 
nx daily over a period of years should be ex- 
pected to leave its mark. 

I do not feel that atypical meningitis or en- 


cephalitis need serious consideration in differ- 


ential diagnosis. A brain tumor with bleeding 
must be considered and particularly carcinoma- 
tosis of the central nervous system with involve- 
ment of the meninges can produce both head- 
ache and bloody spinal fluid. 

The bloody spinal fluid which is characteristic 
of subarachnoid hemorrhage differs from the so- 
called contaminated bloody tap in several re- 
spects: 1) This blood is intimately mixed with 
the spinal fluid and all specimens taken have 
the same appearance, 2) Blood does not clot on 
standing, and 3) When the specimen is allowed 
to stand and the blood settle out of the fluid, the 
remaining fluid presents a yellowish cast, or the 
so-called xanthochromic spinal fluid due to 
breakdown of red cells which occurs after a 
few days. This change is said to occur after ap- 
proximately 24 hours following the hemorrhage. 
The supernatant fluid in this case is described 
as xanthochromic at the time of the first spinal 
fluid examination. 


A large cerebral hemorrhage can in some cases 
break through the piamater and produce an ex- 
travasation of blood into the subarachnoid space, 
thus giving a bloody spinal fluid. However, in 
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such cases, there is usually peripheral paralysis 
typical of the hemorrhage and in the average 
case the fluid is xanthochromatic rather than 
frankly bloody. 

Subarachnoid hemorrhage may be due to sev- 
eral causes, and, unless there is a sequel to the 
story which Dr. Fahlen has ended after the 7th 
day of the patient’s hospital admission, I do not 
feel that we discussants or he will know the 
answer as to the exact etiology of this man’s 
hemorrhage. Traumatic subarachnoid hemorr- 
hage, I believe, can be ruled out from the his- 
tory as given and this of course is one of the 
common causes of such hemorrhage. So-called 
spontaneous, or non-traumatic subarachnoid 
hemorrhage may be the result of a rupture of 
an aneurism in the region of the circle of Willis 
which I suspect is most likely the origin of the 
present pathology or it may be produced as 
previously mentioned by a cerebral hemorrhage 
rupturing through the pia into the subarachnoid 
space of from a hemorrhage into one of the 
ventricles passing by way of the foramen of 
Majendii into the subarachnoid channels or 
from the rupture of an arteriosclerotic vessel on 
the surface of the meninges. Likewise, sub- 
arachnoid hemorrhage may occur in the course 
of certain systemic diseases including nephritis, 
purpura hemorrhagica, typhoid fever, and 
measles. In the older literature particularly, 
and I note that this is an older case for discus- 
sion dated February 1936, syphilis is considered 
as one of the prominent causes of vascular de- 
terioration and resultant rupture and hemorrhage 
of a cerebral vessel accounting for a high pro- 
portion of subarachnoid hemorrhages. It is 
quite possible that Dr. Fahlen may still have 
in his pocket the Wasserman report just as Dr. 
Watkins last week carried arourid the laboratory 
report concerning the L.E. cells. If such is the 
case, let it still be said that we did not fail to 
mention syphilis as a possible factor. 


Our patient, at age 53, and particularly if we 
belong to the school of thinking that is some- 
what opposed to the excessive use of alcohol, 
tobacco, etc. probably has enough arteriosclerotic 
changes in his own right to account for a rup- 
ture of one of his cerebral vessels without the 
assistance of syphilis. 


The so-called Berry aneurism, so named ap- 
parently because of its size, is most frequently 
found involving some of the vessels in the region 


V Mah 





Vol. 11, No. 1 


of the circle of Willis. They are of such size 
generally that they produce no pressure symp- 
toms until they finally leak or rupture. There is 
described a process of “leaking” from these 
lesions which, it is felt, may account for 
periodic episodes of headache of temporary na- 
ture without any cerebral spinal fluid findings, 
etc. and some types of periodic headaches have 
been ascribed to temporary distention or dilata- 
tion of the aneurismal sac. The patient under 
consideration gives a history of having had cyclic 
headaches lasting ten or twelve hours over a 
period of many years before his current illness. 
It is enticing to surmise that perhaps these so- 
called migraine headaches might be due to a 
smouldering aneurism around the circle of Willis 
which finally exploded four days before the 
patient came under hospital observation. The 
incident described at the onset of his headache, 
that of going out of a hot kitchen following 
his evening meal presumably pretty well satur- 
ated with alcohol as well as food, inasmuch as 
that was his only meal for the day, walking up- 
stairs on to a cool porch, and then returning, 
might very well set the stage for the necessary 
changes in pressure factors in the vascular sys- 
tem to produce a final rupture of a weakened 
aneurismal sac. Such cases have a varied out- 
come. Not all of them, by any means, die dur- 
ing the acute attack. Of one series reported, a 
total of 81 cases being studied, 49 died during 
their hospital stay, 32 recovered, but of 25 re- 
maining alive up to a period of twelve years, only 
eight remained free of symptoms. These pa- 
tients subsequently had residual symptoms of 
headache, fits, giddiness, faintness, and mental 
retardation. Recovery in these cases may take 
as long as two years. The mortality rate accord- 
ing to this series, would appear to be a little 
above 50%. One finding, which is absent in 
our case, in those cases of a rupture of an 
aneurismal sac around the circle of Willis, is in- 
volvement of the 3rd and 4th cranial nerves. 
There is no mention of diplopia in the protocol. 

The treatmept of subarachnoid hemorrhage is 
essentially rest and complete quiet for the pa- 
tient with relief of headache in the early stages 
and repeated spinal fluid drainage as was done 
in this case, being careful of course. to not 
lower the cerebral spinal fluid pressure below 
the normal level. I am somewhat confused 
over one point in the treatment, having been 
schooled in the belief that morphine and other 
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suppressing drugs were to be avoided in such 
cases. I ran on to a reference which advocates 
the use of morphine early in the treatment of 
subarachnoid hemorrhage. I would appreciate 
a little elaboration on this point by Dr. Eisen- 
beiss or some other members of our group if 
time permits. 

In closing, I believe it goes without saying 
that I feel that this case represents a diagnosis 
of subarachnoid hemorrhage. If I am supposed 
to be more specific as to possible etiological fac- 
tors, I would choose first the possibility of an 
aneurismal involvement of one of the vessels 
around the circle. of Willis with syphilis to be 
considered in spite of the patient’s denial of 
venereal infection and in spite of the apparent 
oversight cf recording a serological report. How- 
ever, these aneurisms for the most part, are 
considered to be on a congenital basis in the 
majority of cases. 

DR. PHILIP E. RICE 

This 52 year old man had a severe occipital 
headache starting suddenly four days before 
admission and gradually becoming more gener- 
alized and more severe. He had always been 
in excellent health except for a monthly migraine 
headache lasting 10 to 12 hours of many years 
standing. He is said to eat only one meal daily, 
but drank whiskey, beer and wine in astonish- 
ing amounts (10 bottles of wine daily in the 
winter and as much beer as he could get). There 
was no history of injury. His present headache 
began after supper and after going up and 
down stairs. He was nauseated almost imme- 
diately after onset of the headache. He felt 
feverish, sweated profusely, and was unable to 
eat, but did retain water. In spite of numerous 
doses of salts he had no bowel movement. Con- 
sciousness was not altered, but there was photo- 
phobia. Temperature was 101, respiration 28, 
pulse 56, blood pressure 150/75. Eye-grounds, 
reflexes and motion were normal. He had a 
rigid neck and positive Kernig; all other reflexes 
were present and normal. There was some 
tenderness in anterior part of head. Laboratory 
work was not remarkable except the spinal fluid 
which had a pressure of 230 millimeters of water, 
and contairied gross blood, the differential cell 
count simulating the blood cell counts. He was 
treated with sedatives and daily spinal puncture 
showed a continued high pressure and a dim- 
inishing amount of blood in the fluid. Blood 
and spinal fluid cultures were negative. With- 
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in the week the patient apparently returned to 
normal, the last spinal fluid showing 130 red 
blood cells and 120 white blood cells. 

It seems obvious that there was here some 
kind of a cerebral vascular accident which al- 
lowed blood to enter the cerebro-spinal fluid, and 
the headache was the result of a sudden in- 
crease in the intracranial pressure. This could 
have been brought about by the rupture of a 
small blood vessel, tumor, aneurysm or cyst. 
But the patient did not die nor did he become 
paralyzed. This leads us to subarachnoid hem- 
orrhage. 

Spontaneous subarachnoid hemorrhage is the 
nontraumatic extravasation of blood into the 
subarachnoid space. It is an episode in the 
course of an intracranial process and is not a 
disease entity. It is characterized, as a rule, 
by the sudden onset of severe headache, usually 
generalized, but most intense in the suboccipital 
or frontal region; vomiting; collapse, and coma 
in many instances. Stiffness of the neck then 
develops, and the patient may have other symp- 
toms and signs due to pressure on adjacent 
structures. The commonest of these are pain 
on one side in the temporal or frontal region, 


double vision and drooping of one eyelid. These 
findings, of course are the result of pressure on 
the fifth and third cranial nerves. There may be 
mental changes or abnormalities in strength, 
coordination, reflexes, sensation or functions of 


other cranial nerves. On the other hand, there 
may be no focal neurological signs or symp- 
toms at all. Nuchal rigidity, a positive Kernig 
sign and bloody cerebrospinal fluid are constant 
findings. 

The cause of spontaneous subarachnoid hem- 
orrhage is the rupture of an intracranial an- 
eurysm, either saccular or arteriovenous, in the 
great majority of cases. In 1765, Biumi pub- 
lished the first report of a subarachnoid hemorr- 
hage due to the rupture of an_ intracranial 
aneurysm. The aneurysm may be missed in a 
routine postmortem examination because, in the 
words of William Gull, who described this spe- 
cific point in 1859, “Recent coagula may so im- 
bed and conceal it that, unless strictly looked for, 
it will not be found for the sac is often small 
and thin and transparent.” Intracranial an- 
eurysms are the result of congenital defects in 
the arterial walls, oftenest in the circle of Willis, 
septic or sterile emboli, arteriosclerosis or a 
combination of congenital defects and arterios- 
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clerosis. Subarachnoid hemorrhage from a brain 
tumor or from a sclerotic artery occurs infre- 
quently, and the subarachnoid bleeding which 
sometimes occurs in blood dyscrasias, Hodgkin's 
disease, acute hemorrhagic encephalitis and 
acute glomerulonephritis is usually not great in 
amount. 

Hemorrhage into the subarachnoid space may 
occur at any age, but it is commonest in the 
third, fourth, fifth and sixth decades of life. 
There is no significant sex difference. Accord- 
ing to Martland, 2 percent of sudden deaths from 
natural causes are the result of spontaneous sub- 
arachnoid hemorrhage. Moritz and Zamcheck, 
in a series of 1,000 cases of sudden and un- 
expected death in young soldiers, found that 6.9 
per cent were due to hemorrhage from a rup- 
tured intracranial aneurysm. 

Dekaban and McEachern selected 148 cases 
from the records of the Montreal Neurological 
Institute for analysis of the relation of spon- 
taneous subarachnoid hemorrhage, mtracerebral 
hemorrhage, and intracranial aneurysm. These 
cases were observed from 1938 to 1948. The 
criteria for selection were as follows: (1) The 
condition had to be proved by lumbar puncture, 
arteriogram, operation or autopsy. (2) The 
hemorrhage must have occurred within four days 
prior to admission. (3) The hemorrhage must 
not have been due to trauma. There were 30 
cases of ruptured aneurysm, 8 cases of nonrup- 
tured intracranial aneurysm, 13 cases of abnor- 
mal arteriovenous communication, 1 case of sub- 
arachnoid hemorrhage with proved rupture of 
anatomically normal artery, 56 cases of sub- 
arachnoid hemorrhage of undetermined cause, 
and 35 cases of primary intracerebral hemorr- 
hage. The authors stress that blood in the sub- 
arachnoid space in addition to’ raising the in- 
tracranial pressure, acts as an irritant, causing 
general systemic and local meningeal reactions. 
The latter, in some cases, are severe, with as 
many as 4,000 white blood cells per cubic milli- 
meter of cerebrospinal fluid. Aseptic meningitis, 
or even constitutional fever, may be suspected 
wrongly in the mild cases unless lumbar punc- 
ture is carried out. The meninges show cellular 
infiltration and phagocytosis in the acute stage, 
followed later by patchy fibrosis. This distribu- 
tion may explain the infrequent occurrence of 
hydrocephalus in surviving patients. Ruptured 
aneurysm was found to be responsible for the 
subarachnoid hemorrhage in nearly all cases in 
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who have 


seborrbeic dermatitis 


of the scalp 


EB. the scalp-scratchers, shoulder- 
brushers and comb-clutterers, there’s wel- 
come relief with Setsun Sulfide Suspension. 

Published reports on more than 400 
cases'~* show that SELsuN completely con- 
trols seborrheic dermatitis in 81 to 87 per- 
cent of all cases, and in 92 to 95 percent of 
common dandruff cases. It keeps the scalp 
free of scales for one to four weeks—re- 
lieves itching and burning after only two 
or three applications. 

SEtsun is remarkably simple to use. Your 
patients apply it and rinse it out while 
washing the hair. It takes little time. No 
complicated procedures or messy oint- 
ments. Ethically advertised and dispensed 
only on prescription. In 4-fluidounce 


bottles with complete Abbott 
directions on the label. 
prescribe... 


SELSUN 
oS SULFIDE Suspension 


(SELENIUM SULFIDE, ABBOTT) 


1. Slepyan, A. H. (1952), Arch. Dermat. & Syph., 65:228, 
February. 2. Slinger, W. N. and Hubbard, D. M. 
(1951), ibid., 64:41, July. 3. Saver, G. C. (1952), 
J. Missouri M. A., 49:911, November. 
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which autopsy was performed. Twenty-six of 
30 ruptured aneurysms were of the congenital, 
berry type; the remaining 4 were fusiform and 
of arteriosclerotic origin. Because of the fre- 
quent occurrence of multiple and _ bilateral 
aneurysms, the necessity of bilateral angiography 
is stressed. 

A migraine history is common in patients with 
subarachnoid hemorrhage. Most aneurysms are 
located along the middle or anterior cerebral ar- 
teries or the communicating branches of the 
circle of Willis. With healing, adhesions pro- 
duce a pachymeningitis or an adhesive arach- 
nitis. 60% recover from the first attack, yet 
recurrence is not unusual. The signs and symp- 
toms of rupture of an aneurysm are well demon- 
strated in our case. We have nothing in this 
case to lead us to think of other intracranial 
lesions such as neoplasm, tuberculoma, abscess, 
etc., because the man was so well before onset 
of his cerebral hemorrhage (except for his mi- 
graine). Therefore my diagnosis can only be 
subarachnoid hemorrhage probably caused by 
rupture of a congenital intracranial aneurysm. 
If the man lived and was not operated on, I 
do not see how any other diagnosis can be 


proved anyway unless by arteriograms. 


DIAGNOSIS: In this case there would seem 
to be but little difficulty in arriving at the fol- 
lowing diagnosis: 

1. Spontaneous subarachnoid hemorrhage, prob- 
ably arising from rupture of a small aneurysm 
in or near the circle of Willis. 

. Migraine. 

. Obesity. 

. Presbyopia. 

. Faulty habits: 
(a) Inadequate diet 
(b) Potatorium 


In the absence of any history of trauma, of 
chronic arterial hypertension, and of symptoms 
suggestive of brain tumor, hemorrhage into the 
subarachnoir space due (1) to injury of the 
skull and meninges from an accident, (2) to 
bleeding in a tumor with escape into the sub- 
arachnoid space and (3) to intracerebral apop- 
lexy with passage of blood into the ventricles or 
subarachnoid space could be easily ruled out 
so that the diagnosis of so-called spontaneous 
subarachnoid hemorrhage had to be made. 
Moreover, the sudden onset, with severe head- 
ache, nausea and rigidity of the neck indicative 
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of meningeal irritation were strongly suggestive, 
and the cerebrospinal fluid on lumbar puncture 
confirmed the diagnosis. 

The fact that the patient suffered from mi- 
graine (monthly attacks) is of some interest, 
since some authors (especially Goldflam) have 
emphasized the possibility of subarachnoid 
hemorrhage of vasoneurotic origin, a point that 
I shall refer to later. 


The Characteristic Symptomatology of 
Spontaneous Subarachnoid Hemorrhage 

When a subarachnoid hemorrhage is not too 
large or profuse, it is followed by a series of 
symptoms and signs that are very characteristic 
and make the diagnosis certain. These may be 
summarized as follows: 

1. A sudden onset, often with a feeling as 
though something had “snapped” in the head 
and followed by severe occipital pain which 
later tends to become generalized. 

2. Nausea or vomiting almost immediately 
after onset. 

3. Within a few hours marked rigidity of the 
muscles of the neck with positive Kernig and 
Brudzinski signs. 

4. On cautious lumbar puncture, blood will be 
found evenly distributed throughout the fluid 
in each of three successive tubes. 

If these four symptoms and signs are found, 
the diagnosis is very easy. 

When the subarachnoid hemorrhage is greater, 
mental confusion, agitation or even coma, may 
quickly follow the onset, and with very large 
hemorrhages there may be compression of the 
medulla oblongata with disturbance of respira- 
tion, marked bradycardia, and marked rise in. 
blood pressure. ; 

Death sometimes occurs very quickly in large 
hemorrhages, but if death does not occur the 
larger hemorrhage will be followed by brady- 
cardia, photophobia, often choking of the optic 
discs, sometimes nystagmus and anisocoria, and 
sometimes pyramidal tract symptoms with posi- 
tive Babinski sign. 

Within a few hours after subarachnoid 
hemorrhage the temperature begins to rise and 
slight fever continues for a time accompanied by 
polymorphonuclear leukocytosis. If later lum- 
bar punctures are carefully done and the red 
cells are allowed to sediment, the clear super- 
natant fluid shows a definite fellow tinge (xan- 
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thochromia). The cerebrospinal fluid shows a 
greater number of white blood corpuscles that 
would correspond to the amount of blood pre- 
sent, indicating some inflammatory reaction on 
the part of the meninges. These findings in the 
cerebrospinal fluid in subarachnoid hemorrhage 
were so well described by Froin that but little 
has been added since he made his studies. 

Attempts have been made to differentiate be- 
tween subarachnoid hemorrhage from the an- 
terior group of vessels (internal carotid, middle 
cerebral and anterior communicating arteries) 
and hemorrhages occurring in the posterior 
group (posterior communication arteries, pos- 
terior cerebrals, basilar artery, vertebral artery ). 
In the former, pain in the ophthalmic division 
of the nervus trigeminus is prone to develop, 
along with weakness or paralysis of the eye 
muscles and sometimes with exophthalmos. In 
hemorrhage from the posterior group, one some- 
times sees hemiplegia or paraplegia, dysarthria, 
or mild cerebellar symptoms, particularly when 
the basilar artery bleeds. 

The small aneurysms that most often give 
rise to these subarachnoid hemorrhages are rare- 
ly large enough to produce symptoms before 
hemorrhage takes place. If they should be large 
enough, the symptoms are as a rule neighbor- 
hood symptoms due to mechanical pressure. 


Treatment of Spontaneous Subarachnoid 
Hemorrhage 

If the patient is seen within 24 hours after 
the onset of the first symptoms (severe pain in 
the head, nausea and vomiting, and stiffness of 
the neck), the question of lumbar puncture for 
examination of the cerebrospingal fluid at once 
arises for it is desirable to decide as early as pos- 
sible whether a meningitis is present or whether 
we have to deal with intracranial hemorrhage 
(either subarachnoid or intracerebral). If there 
be subarachnoid hemorrhage there is always 
some danger in making a lumbar puncture dur- 
ing the first 24 hours, but if it be very cautiously 
done a little fluid sufficient for the making of 
the differential diagnosis can be withdrawn with- 
out danger. If the fluid is bloody in three sepa- 
rate portions we can be sure of subarachnoid 
hemorrhage. In milder cases one will be satis- 
fied with this for the moment, keeping the pa- 
tient at rest in bed with the head elevated and 
administering sedatives for the pain. If the 
blood pressure be high, the withdrawal of from 
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300 to 500 c.c. of blood from a vein at the bend 
of the elbow would be indicated. 

In severer cases in which a comatose condi- 
tion develops quickly after onset or in which 
there are symptoms of compression of the me- 
dulla or pons indicating a larger outflow of 
blood, it may be necessary either to withdraw 
more fluid by the lumbar route or, perhaps bet- 
ter, by means of cisternal puncture as a life- 
saving measure, being cautious, however, not 
to reduce the pressure to below half the initial 
figure. In a few cases of severe hemorrhage, 
surgeons have ligated one internal carotid artery. 

After the first 24 hours, cautious lumbar punc- 
ture may be done once or twice in the 24 
hours with removal of relatively small amounts 
(3 to 5 cc.) of fluid, for the relief of the pain 
in the head and to help in drawing off the 
blood from the cisternal area. Some are strongly 
opposed to therapeutic repetition of lumbar 
punctures, thinking that the value of these punc- 
tures has been over-rated and maintaining that 
Nature does just as well without interference, 
or even better. Borok goes so far as to say that 
lumbar puncture in the treatment of subarach- 
noid hemorrhage is “absolutely contraindicat- 
ed”; even for diagnosis he rejects it unless the 
clinical examination alone will not establish it, 
in which event he insists upon limiting the 
amount of cerebrospinal fluid withdrawn to 1 
or 2 c.c. In our experience here, though in 
some cases a single lumbar puncture may suffice, 
in others repetition of lumbar puncture has been 
helpful in treatment provided the precautions 
mentioned have been observed. 

After the acute symptoms have passed, the 
patient should be kept quietly in bed for at 
least eight weeks to permit of repair of the 
vessel wall, after which he may be allowed in 
a chair for an hour the first day, two hours the 
second day, and three hours the third day; 
then he may be allowed to walk about a little, 
avoiding, however, any sudden physical exertion 
and strong emotion. And since subarachnoid 
hemorrhage is prone to recur in patients who 
have had one attack, the mode of life should be 
carefully regulated ever afterward. The patient's 
habits should be definitely prescribed, with 
avoidance of any excess of alcohol or tobacco. 
Constipation with straining at stool should be 
guarded against. The prognosis is relatively 
good, however, and more than 50 per cent of the 
cases recover if treated in the way mentioned. 
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Me PRESIDENT’S Zage 


HEALTH INSURANCE COVERAGE 


AS PHYSICIANS WE ARE OFTEN ASKED WHAT COMPANY PRO- 
VIDES THE BEST HEALTH COVERAGE, AND ARE AMONG THE FIRST 
TO HEAR COMPLAINTS ABOUT “INADEQUATE COVERAGE”. A GOOD 
COMPREHENSIVE ANALYSIS OF THE PROBLEM APPEARED IN THE 
DECEMBER 1953 ISSUE OF “CHANGING TIMES” (KIPLINGER) WHICH 
WE SHOULD ALL READ. 


ABSTRACTED BRIEFLY, THE COST OF COMPLETE MEDICAL 
COVERAGE WOULD BE PROHIBITIVE. THE MINOR ILLNESSES AND 
ACCIDENTS ARE PREDICTABLE ANNUAL EXPENSES WHICH DO NOT 
GREATLY DISTURB THE FAMILY BUDGET, BUT CONSTITUTE THE 
GREATEST UTILIZATION. HEALTH AND ACCIDENT INSURANCE 
SHOULD COVER PRIMARILY THE UNPREDICTABLE ILLNESSES 
WHICH ENTAIL LARGE HOSPITAL BILLS AND SURGICAL FEES, 
AND FOR THE WAGE EARNER LOST WAGES. IDEALLY, THE 
WAGE EARNER SHOULD HAVE A COMBINATION OF POLICIES 
WHICH (1) PROVIDE AN ESTATE IN CASE OF DEATH, (2) INCOME 
FOR ANY PERIOD OF PROLONGED DISABILITY, AND (3) FAMILY 
PROTECTION OF ADEQUATE HOSPITAL AND MEDICAL CARE WHEN 
ILL OR DISABLED. 


SOME COMPANIES HAVE WITHIN RECENT YEARS INTRODUCED 
A “DEDUCTIBLE” TYPE OF POLICY WHICH IS RELATIVELY INEX- 
PENSIVE. IN THIS THE INSURED GAMBLES UP TO SOME FIGURE 
HE CAN AFFORD, SAY $250, AND THE COMPANY PAYS ALL EXPENS- 
ES OVER THAT SUM UP TO A MAXIMUM OF PERHAPS $5,000. THIS 
DEDUCTIBLE FEATURE IS BEING ADDED TO OTHER POLICIES, 
AND WOULD SEEM AS WORTH WHILE APPLIED TO BLUE CROSS- 
BLUE SHIELD AS WELL AS TO PRIVATE INSURERS. FEWER CASES 
WOULD GO TO THE HOSPITAL SOLELY FOR A WORK-UP AND LESS 
DETECTIVE WORK NEEDED IF THE FIRST TWO DAYS WERE “DE- 
DUCTIBLE”. THE DEDUCTIBLE FEATURE MIGHT BE ADDED TO 
BLUE SHIELD IN MANY WAYS, SUCH AS TO PERMIT THE INCLUSION 
OF THE MORE COSTLY DIAGNOSTIC PROCEDURES WHICH ARE 
NOT NOW ALLOWED. EVENTUAL ACTUARIAL EXPERIENCE MIGHT 
PERMIT MORE EXTENSIVE COVERAGE FOR UNPREDICTABLE MEDI- 
ICAL ILLNESSES, AND OFFICE DIAGNOSIS AND TREATMENT ON A 


DEDUCTIBLE BASIS. 





WE SHOULD NOT BE DISCOURAGED BY THE PRESENT SEEM- 
ING INADEQUACIES. VOLUNTARY HEALTH IINSURANCE PROGRAMS 
HAVE GROWN TOO FAST FOR REALISTIC EVALUATION TO KEEP 


PACE. 


EDWARD M. HAYDEN, M.D. 
President, Arizona Medical Association, Inc. 
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CONTRIBUTORS 

The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
a to oe, diction, spelling, and punctuation. 

2. guided by the general rules of medical writin 
follow: = by the JOURNAL OF THE AMERICAN MEDI AL 
— (See MEDICAL WRITING by Morris Fish- 

in 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting 

The Editor is always —— 4 willing, and happy to help 
in any way possible. 











ARE YOU GUILTY? 


For twenty years, we have seen a favorable at- 
titude of our patients (the public) towards us as 
physicians gradually fade to a dangerously low 
level of doubtful suspicion and antagonism. This 
loss of respect and confidence was prominent 
during the attempt of the past administration to 
socialize medicine. The foundation of this pro- 
posed socialism was composed of stones of class 
hatred, false data and unfounded accusations. 
A warped picture of the state of the nation’s 
health was painted for us and impossible prom- 
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ises of means for its correction given. This was 
a carefully laid plan to “suck-the-public-in” and 
pave the way for a more complete socialism 
of our entire system of government. 

Yes! Under pressure and almost too late we 
got busy with antisocialism propaganda and were 
successful in at least blocking flagrant socialistic 
legislation. We were successful in at least de- 
laying socialism but did we accomplish that 
which was probably more important, namely, the 
regaining of the wholesome respect of our citi- 
zens? The answer is “No,” as evidenced by the 
increasing number of inflammatory articles which 
are appearing regularly in our most popular 
magazines. 

Before 1953 we blamed the socialistic plan- 
ners for most of these derogatory outbursts in our 
press but even now that the planners have been 
“subdued” we find that the tirades of the press 
are more numerous and more vitriolic. Recently 
in one week our newsstands contained four maga- 
zines all featuring articles exaggerating our short- 
comings and by implication condemning the 
whole medical profession. 

Among the most shameful and pointed was 
the editorial in LIFE magazine, “Watch It, Doc!” 
and the coverpage painting of COLLIER’S with 
the caption, “Why Some Doctors Should Be In 
Jail,” to say nothing of the text of the article 
itself. We have openly admitted that a small 
percentage of our doctors, say one to two per 
cent, do err and are guilty of these accusations 
in hopes that these writers would see fit to 
exempt the 98 per cent whom we feel to be 
ethical and good. However, the onslaught con- 
tinues. 

Some place, somewhere, we as a profession 
must be guilty of failing to offset these most 
saleable stories because the public determines 
the saleability of feature articles. The public is 
being told that we are mercenary money-grab- 
bers without interest or sympathy for our patients 
and that we have discarded our Hippocratic 
oath for one based on commercial selfishness. 
It is the belief of some that our guilt lies chiefly 
in our failure to disseminate pertinent informa- 
tion. 

Ask yourselves the following questions and 
many more: 
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Have I informed the public that medical care 


is cheaper today than ever before? Have I ex- 
plained that the cost for hospitalization for each 
disease or illness is no greater today than it has 
ever been? Have I shown them that they re- 
cover quicker and go back to work, having lost 
much less income because of illness? Have I 
sited that the per day cost in the hospital is 
higher because we take advantage of these life- 
saving and timesaving advances in medicine? 
Have I impressed upon them that they now stay 
in the hospital less than eight days as compared 
to three weeks previously? 

Have I told many patients that a working- 
man’s dollar buys more medical care than ever 
before and that he works fewer hours to buy a 
superior brand of medicine? Have I empha- 
sized that, during the period in which wages 
have risen 160%, the services of the physician 
have gone up only 40%? Have I set forth that 
the doctor himself gets only 28% of their medical 
dollar and that this is less than ever before? 
Have I troubled to explain how their medical 
dollar is distributed? 

Have I adequately explained fees, fee split- 
ters, etc.? Since we have been dubbed a “Cad- 
illac class,” have I explained that a doctor's 
Cadillac is not an index to his wealth but that 
he can afford one only because of the tax 
deductions allowable as a business expense? 

Have I ever related stories to them regarding 
the service which doctors render, their charities, 
their unselfish giving of time and money, and 
of the distractions wrought by an often incon- 
siderate public? 

The public has become intolerant of doctors 
chiefly because of that which they read in maga- 
zines and not because of personal experiences. 

Have you kept yourself informed as to the 
changing economics, especially as they are re- 
lated to medicine? Have you been too busy 
to read the excellent publications of the Bureau 
of Medical Economic Research of the A.M.A., so 
capably directed by Frank G. Dickinson? The 
answer is that you have not. I base this state- 
ment upon inquiries made to many of you re- 
garding these subjects. 

You may try to shift the blame onto your 
A.M.A. for our poor public relations but they 
can only be blamed insofar as they have failed 
to devise ways and means to instill the proper 
information, of which they have much, into us 
for dissemination to the public. 
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Let me ask you — Have you seen or read the 
publication, “Your Money’s Worth in Health,” 
an A.M.A. publication? This same question was 
asked recently at a meeting of those whom you 
elected to run your state medical society and not 
a single man could say that he had ever even 
heard of this booklet. Let me assure you that 
this pamphlet is a most excellent presentation 
and, if properly disseminated, would do much 
to improve and offset heretofore false impres- 
sions. 

If we as physicians are not informed, how 
can the public formulate balanced opinions and 
attitudes? There are many hidden facts of which 
the public is entirely unaware. As long as they 
do not know the whole truth, they will con- 
tinue to base their opinion on partial truths and 
lies. 

So the question is, “Are you guilty of failing to 
inform yourself and your clients, not only about 
medical economics, but about our training, our 
services, the gains they have obtained in health 
and longevity and, yes, even about our trials 
and tribulations? If we do not trouble ourselves 
to do these things, we will continue to be 


damned. 
—L,.B.S. 





LETTER TO THE EDITOR 


Opinions expressed in Dr. Osler’s column are 
his own and not necessarily those of Arizona 
Medicine. 

Therefore to encourage free expression our 
editorial privilege of censorship is seldom in- 
voked. 

Congratulations as well as criticism are ap- 
preciated. We think with more frequent read- 
ing youll find more good things in Arizona 
Medicine. ’ 

Ed. 
November 18, 1953 

R. Lee Foster, M.D., Editor-in-Chief 
Arizona Medicine 
Arizona Medical Association, Inc. 
Security Building 
Phoenix, Arizona 

Re: Topics of Current Medical Interest 

By. Guillermo Osler, M.D. 

Arizona Medicine 

Vol. 10, No. 11, Year 1953 
Dear Lee: 

I must plead guilty to seldom reading Arizona 
Medicine. However, in thumbing through the 
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current issue, received at my home, I was amaz- 
ed to find a full page in bold faced type “Tuber- 
culosis Problem in Arizona.” This report, to- 
gether with the President’s page, was indeed 
pleasing to those of us interested in the control 
of tuberculosis. My congratulations. 

Your editorial stated “practically everyone 
reads Dr. Guillermo Osler’s column.” I pro- 
ceeded to do likewise. I have no idea whose 
literary effort this represents. The two slighting 
references to pneumoperitoneum (pp. 410 and 
112) fail to be amusing, particularly in view of 
Dr. Farness’ article. 

Chest physicians and surgeons are cognizant 
of the inept treatment generally offered those 
suffering from tuberculosis. This is particularly 
true of the general use of specific chemothera- 
peutics. Pneumoperitoneum is not a discredited 
procedure. Because of your stated high reader 
interest, presumably physicians clinically mis- 
handling those suffering from pulmonary tuber- 
culosis will feel further justified in their present 
management, as temporary collapse procedures 
are being discredited by Guillermo. 

I would urge some degree of editorial censor- 
ship of such columns. 

Sincerely yours, . 

Lloyd K. Swasey, M.D. 

Phoenix, Arizona 
LKS: gf 


American College of Chest Physicians 

The Council of Postgraduate Medical Educa- 
tion of the American College of Chest Physi- 
cians, in cooperation with the respective state 
chapters of the College as well as the staffs 
and faculties of the local hospitals and medical 
schools, will sponsor the Second Regional Post- 
graduate Course on Diseases of the Chest in 
New Orleans, Louisiana, February 15-19, 1954 
and the Seventh Annual Postgraduate Course 
on Diseases of the Chest to be held at the Belle- 
vue-Stratford Hotel, Philadelphia, Pennsylvania, 
March 15-19, 1954. 

These postgraduate courses endeavor to bring 
physicians up to date on recent advancements 
in the diagnosis and treatment of heart and lung 
disease. Tuition for each course is $75. 

Further information may be secured by writ- 
ing to the Executive Director, American College 
of Chest Physicians, 112 Each Chestnut Street, 
Chicago 11, Illinois. 
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TRUSSES — SURGICAL SUPPORTS 


GROVE’S 
Surgical Supports Store 
3123 N. Central — Phone CR 4-5562 
Lady and Man Fitter — Fitted Exactly As You Order 
Across from Park Central Development On Central 
Avenue — Private Fitting Rooms 
Free Parking — Open Wednesday Nights 











ARIZONA LIBRARY BINDING 
COMPANY 


Binders of Medical Journals and Books 
We Pay Freight Charges on Return Shipments 
Prompt Service 


Arnold A. Couturier 


307 West Monroe — Phone ALpine 3-1861 
Phoenix, Arizona 
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SCENE - BUS IN ANY LARGE CITY 


MRS. 
MRS. 
MRS. 
MRS. 


MRS. 
MRS. 


MRS. 
MRS. 


MRS. 
MRS. 


. WHITE —What did he advise you to do? 
. BROWN —He looked at it very carefully, then told me’I should take 


. WHITE —That all sounds very logical. Why should you be worried? 


. BROWN —It seems odd that the physician Mr. Smith recommended so 


. WHITE —Well, maybe he gave them to you cheaper than the pharmacist. 
. BROWN —Price is not what I’m interested in right now. I want to be 


. WHITE —In other words, you believe in ethics both ways. 
. BROWN —That’s right. Oh, this is my corner! Come on, Jimmy. Good- 


A ONE-ACT PLAY 


(Mrs. Brown with her small son, boards the bus. She sees her 
friend, Mrs. White who moves over and makes room for her.) 

WHITE —Well, fancy seeing you here! Been doing your shopping? 

BROWN —Heavens, no. We've been to see the doctor. 

WHITE —That’s Too bad. What seems to be wrong with you? 

BROWN -—It isn’t with me, but Jimmy. He has a very peculiar growth 
under his right arm. 

WHITE —What did the doctor say about it? 

BROWN —He says he can’t quite figure it out; but he feels fairly cer- 
tain its due to a glandular condition. 

WHITE —Will he have to operate? 

BROWN —Well, he says he won't. He gave me some pills to give Jim- 
my, but I don’t feel satisfied about the whole affair. 

WHITE —Why? What seems to be the difficulty? 

BROWN -—The other night, Jimmy complained his arm hurt. When he 
showed me the growth, I couldn’t make out what it was so I 
took him to the corner drug store. Mr. Smith, the pharmacist, 
has been a friend of ours for years and we use him as a neigh- 
borhood encyclopedia. He’s a wonderful man. I had Jimmy 
take his shirt off and show the growth to Mr. Smith. 


Jimmy to see a physician. He explained that such growths 
could be caused by many different conditions in the body, and 
only a skilled physician should try to diagnose the case and 
then his instructions should be followed faithfully. He ex- 
plained that diagnosis is very important and only physicians are 
trained for that particular purpose. He told me the pharma- 
cist’s job is to compound and dispense the needed medicine 
prescribed by the physician. 


highly didn’t write a prescription and send me to an expert, such 
as Mr. Smith, to have it filled. He merely called his office 
girl, asked for some pills out of a certain bottle and told me to 
have Jimmy take one of them three times a day. 


certain Jimmy is getting what he should have, and I intend to 
throw these pills away and go to a doctor who specializes in 
diagnosis and prescribing and who'll then send the prescription 
to be compounded and dispensed by a man who's been trained 
for that purpose. 


bye, Mrs. White! 
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Thank you doctor f6r felling mother about... 
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RX., DX., AND DRS. 
By GUILLERMO OSLER, M.D. 


After a plethora of paragraphs on chest diseases 
last month, this current column will have none. 
. . . No complaints; just a better balance. 


J..G. Allen, professor of surgery at the U. of 
Chicago, tells how to CONTROL HOMOLOGOUS 
SERUM JAUNDICE from pooled human plasma. 
(If tht statement hasn’t caught your attention, 
it has MINE)... . The expedient is simple: The 
plasma is stored at room temperature for 6 months 
or longer. The viruses are thus attenuated or 
inactivated. ... The current methods of production 
and use are actually perfect for PRESERVATION 
of the virus, Dr. Allen says (at the American Hos- 


.. Pital Ass'n. meeting). 


Carl Walter of Harvard, whom we have quoted 
in the past for his work on BLOOD TRANSFU- 
SIONS, has again summarized the causes for fail- 
ure to get enough blood into the patient (also 
before the A.H.A.). This time he says it even 
better. . . . 1. The surgeon may not realize the 
amount of blood lost (and needed). Most routine 
operations result in a 10% loss, and it may reach 
30%. Loss may be rapid, and replacement must 
be fast. . . . 2. The average calibre needle is not 
large enough. A 17-gauge needle is essential... . 
3. Stoppages and slow-downs are usually the re- 
sult of faulty recipient sets. He advises a large- 
lumen coupler, free filtration, and a metering de- 
vice which allows a check on the flow. 


Next time your wife tells you that a physician 
shouldn’t be wasting his time on those crude, 
non-medical SPORTS PAGES, quote this one to 
her. ... The Los Angeles Times had this medical 
note as a headline after the last Saturday of the 
season, — “RICE POLISHED. GIVES BAYLOR 
BERI-BERI BAD TIME!” 


Apparently you are more eligible for successful 
chemotherapy if you don’t work in a hospital or 
even go there. The general population has a low 
incidence of RESISTANT BACTERIAL STRAINS, 
but the hospital employees (and even chronic 
patients) have an incidence of 40 to 75 per cent. 

. . This seems to obtain with each new drug, 
since tests of strains from the respiratory tract of 
hospital personnel since the advent of erythromy- 
cin have shown 75% of one ‘closed group’ to be 
resistant. . . . No specific panacea, either. One 
can only limit the use of the drug to strict indi- 
cations, use it early and completely, and thus 
limit the spread of infection. 


New ANTIBIOTIC NAMES, still in the ‘starlet’ 
class, may someday be up in the lights. They are 
worth a mention, pending more extensive trial, — 
Tetracycline (Pfizer, Lederle); Streptogramin 
(Merck, by way of Sharp and Dohme); Ruticin 
(same); Hygromycin (Lilly): Puromycin (Lederle); 
Methymycin (Squibb). . . . You'll know how they 
develop by their publicity, same like Hollywood 
stars. 


The Pfizer ‘Antibiotics Newsletter’ reported the 
work of Chamovitz and Catanzaro on the use 
“one-shot” D BED PENICILLIN FOR STREP 
PHARYNGITIS. It was successful in preventing 
complications and in inhibiting antistreptolysin 
formation. . . . It seemed that this kind of report 
might be enough to widen the use of penicillin 
even farther, with its attendant hazard of allergy 
to subsequent usage. A note to Dr. Chamovitz at 
Warren Air Force Base in Wyoming brought the 
reply that allergy is not less with the DBED 
preparation. . . . Ergo, use it only when strictly 
indicated. 


At a recent Antibiotics Symposium, federally 
sponsored, the Chairman stated that “ANTIBIO- 
TICS account for more than one-half of all pre- 
scriptions.” 


Do some of your juvenile patients have unex- 
plained tantrums, or ‘dull’ spells, or apprehen- 
sions Or do you have one in your family with 
such troubles? . . . Schaffer has reported that be- 
havior symptoms may result in some children 
from use of the ANTIHISTAMINE DRUGS, with 
the signs and symptoms mentioned above. 


Some very ODD PUBLICATIONS are among 
the dozens which come to this department. They 
include the strictly medical; the semi-medical; the 
pseudo-medical; the non-medical; the non-medical 
tho scientific: the extra-medical; etc. ... One new 
to our ken just arrived, the ‘American Naturo- 
path’. It brings to light a problem of which 
we may not be aware. ... Many states either 
do not recognize naturopaths, or justifiably give 
them a low and restricted classification. Many 
naturopaths do not have a naturopath ‘degree’, tho 
they have equivalent qualifications. They don’t 
like it, of course. . .. We should be aware of 
these sub-species, while avoiding the sin of con- 
descention. 
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ANOTHER YEAR 
ANOTHER OPPORTUNITY... 


Yes, Doctor, 1954 gives you another chance to use 


Budget Plan for Health Financing . . . 
. to reduce your Accounts Receivable 
. to improve patient relations 


. to put your practice on a businesslike basis. 


Medical & Dental Finance Bureau will supply the neces- 
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sary help to develop an Accounts Receivable Age 
Analysis for you. Then you can see for yourself what 


is actually happening under your present credit policy. 


For a real down-to-earth talk on credit, let’s get to- 
gether. Call Phoenix Alpine 8-7758, or Tucson 3-9421, 


and we'll be over. 


DICAL¢ DENTAL 
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Home Office: First St. & Willetta 
Downtown: 407 Professional Bidg. 
Tucson: 706 Valley Nat'l. Bidg. 
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An Ethical Professional Service For Your Patients 
Founded 1936 


m_nmre on @ Me wt Ss 














28 ARIZONA MEDICINE 


Florida has given the naturopaths a wallop on 
the chin (and a kick in the pocketbook). Their 
state supreme court reversed a 1947 ruling which 
gave them the right to prescribe and administer 
narcotics and other drugs. . . . Hooray for Flor- 
ida! They never should have allowed the right, 
but it takes more ‘doing’ to reverse it than to 
prevent it. 


The new St. Joseph’s Hospital in Phoenix has 
been publicized in several places, most recently 
in the J.A.M.A. Ten operating rooms, 4 recovery 
rooms, 325 beds with individual oxygen supply: 
special departments of physical medicine and re- 
habilitation: nursing and technology schools; cost 
of 6 million dollars. . . . This sounds good for 
Phoenix, and what’s good for Phoenix is good for 
Arizona. 


What TOTAL TIME does a man spend during 
his life on various habits, procedures, and phy- 
siological functions? Perhaps you can save your 
patients many years of time by noting the com- 
putations of a University of Wisconsin psychol- 
ogy class... . A man 70 years of age has spent 20 
years working, 5 years shaving and dressing, 2% 
years smoking and chewing gum, 2% years eating, 
and 3 years waiting for people to arrive. He has 
used the telephone for a solid year (tho it doesn’t 
give figures for a woman). He has engaged in 
walking and outdoor sports for seven years, and 
the same time at movies or other amusements. .. . 
Look how you could find time for other things if 
you stopped walking, waiting and shaving! 


Vital Vital Statistics, — Dr. Stirling Pillsbury 
of Long Beach, California, reports THE OBSTET- 
RICS SUCCESS of the Seaside Memorial Hospital. 
They had 14,501 births between 1945 and 1953; 
the average maternal death rate in the United 
States for such a group would be 18.7 deaths; 
the Seaside rate was zero — repeat — zero. 


FACIAL BLEMISHES may now be completely 
hidden by a preparation called ‘Covermark’. It 
covers areas as small and transient as a pimple 
and as large and permanent as a birthmark, scar, 
or vitiligo patch. . . . The material is in stick 
form, and a completely waterproof type may be 
had. . . . It is made to match skin colors, and 
cosmetics may be applied to it. ....A Miss (not 
Dr.) O’Leary of New York produces it. 


An M.D. from West Virginia DENIES that So- 
cial Security can be called OLD-AGE INSUR- 
ANCE. ... It violates two insurance principles. 
No matter how much the individual contributes, 
he can’t collect unless his income is below a cer- 
tain figure. The premiums paid are so small that 
it is not possible to build up a reserve to make 
the program self-sustaining. ... It could be added 
that an insurance company would likely be forced 
to put its finger on its assets. 
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A is for Alvarez, — Dr. A. quotes the reports 
which impressed him at the 1953 Am. Soc. of Clin. 
Investigation, probably greatest of the research 
groups. . . . CHOLESTEROL added to a rabbit’s 
diet increased the blood level 27 times, and when 
CORTISONE was also added the level increased 
82 times. ... A new THYROID EXTRACT is more 
powerful than thyroxine, and has an IMMEDIATE 
effect in thyroid deficiencies. . . . Four ‘COLD’ 
VIRUSES have been found which will produce the 
infection in humans after many egg-culture trans- 
fers... . HIGH PROTEIN INTAKE during infec- 
tious liver disease results in much quicker im- 
provement. . .. Cortisone for RHEUMATIC 
FEVER has again been found to prevent perman- 
ent injury to the heart. . . . NITROGEN MUS- 
TARD has a good effect on rheumatoid arthritis. 
. .. POLIO VIRUS has been found in the blood 
of several children with minor illnesses during 
a polio epidemic. . . . It has been shown that if 
the BLOOD CALCIUM LEVEL of a woman with 
CANCER OF THE BREAST varies during her 
menstrual cycle she is more likely to respond to 
mastectomy than if it is stable. 


THIS NOTE IS FOR THE DOCTOR WHO 
DOESN’T LIKE JOKES ABOUT PNEUMOPERI- 
TONEUM.... It is sad that he doesn’t read ARI- 
ZONA MEDICINE regularly: we'd be glad if he 
did. It is an excellent state medical journal... . 
As for G. Osler’s column, it contains topical items 
on therapy, diagnosis, methods, people, medical 
people, et al. It is larded with small scoops, warn- 
ings, slang, nudges, congratulations, humor, and 
attempted humor. It is fun to write it, and we 
were hugely pleased to see the Editor’s note that 
lots of people read it. ... As for TB control, Joe 
Farness wrote a fine page. This column has beaten 
that same drum quite often, in the past six years, 
mentioning Arizona needs, progress, new methods, 
therapy, etc. etc. It’s all needed. ... As for pneumo- 
peritoneum, it just hapyened that two paragraphs 
accumulated which gently ribbed the procedure. 
There have also been jokes about Florida, cats, 
a medical meeting, two well-known surgeons, etc. 
(and, in the case of the surgeons at least, they 
loved it). ... This Osler uses pneumoperitoneum 
in selected cases, but with certain definite restric- 
tions and limitations. Others do not. We can pass 
along two pieces of information on PNP which are 
LESS favorable than the two jokes,—1l. Two well- 
known Los Angeles Sanatoria use pneumoperiton- 
eum on only 5 and 9 per cent of their patients. 
2. A report from the famous Pembine Therapy 
Conference (Michigan, Wisconsin, and Minnesota) 
for September 1953 says as follows,— “A case with 
a previous pneumoperitoneum was presented. A 
few (sanatoria) are still using this method of treat- 
ment but it was agreed by most physicians in at- 
tendance that it should seldem if ever be used.” 
Also, fifty consecutive cases were presented from 
each of four sanatoria. The Michigan San. started 
3 PNP among their fifty: the Wisconsin and Minne- 
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sota Sans had none at all; and the guest San (Fir- 
land of Seattle) had eleven, which were used to 
‘minimize the extend of resection’ in extensive 
acute bilateral disease with cavitation, but only 
while the indications persisted. . . . Data like 
these help give a wider perspective. 


DELEGATES REPORT 


AMERICAN MEDICAL ASSOCIATION 
Seventh Annual Clinical Meeting 
December 1-4, 1953 


St. Louis, Missouri 
The House of Delegates of the American Medi- 


cal Association, meeting at the Jefferson Hotel 
in St. Louis during the Seventh Annual Clinical 
Session took important policy actions on social 
security, voluntary health insurance, medical 
ethics and unethical practices, medical educa- 
tion, hospital accreditation, military affairs and 
a wide variety of subjects affecting both phy- 
sicians and the public. 

Highlight of the opening House session on 
Tuesday was the announcement that Dr. Joseph 
I. Greenwell of New Haven, Kentucky, had 
been selected by a special committee of the 
A.M.A. Board of Trustees as the 1953 “General 
Practitioner of the Year.” The annual medal and 
citation for community service by a family phy- 
sician were presented to Dr. Greenwell by Dr. 
Edward J. McCormick of Toledo, Ohio, Presi- 
dent of the American Medical Association 
who also addressed the opening session. 

The Tuesday program also included addresses 
by Dr. James R. Reuling of Bayside, New York, 
Speaker of the House of Delegates, and Dr. 
Chester Keefer of Boston, Special Assistant to 
Mrs. Oveta Culp Hobby, United States Secretary 
of Health, Education and Welfare. Annual re- 
ports were presented by Dr. George F. Lull, 
Secretary and General Manager of the A.M.A.; 
Dr. Dwight H. Murray of Napa, Calif.; Chairman 
of the Board of Trustees, and by the standing 
and special committes of the House of Dele- 
gates. : 

Approving a recommendation by its Reference 
Committee on Legislation and Public Relations, 
the House passed a resolution reaffirming its op- 
position to the compulsory coverage of phy- 
sicians under the Old Age and Survivors Insur- 
ance provisions of the Social Security Act and 


advocating passage of the Jenkins-Keogh bills 
now pending in Congress. These bills were 


described as providing for “the development of 
a voluntary pension program which is equitable, 
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free from compulsion, and satisfies the retire- 
ment needs of physicians.” 

The reference committee report adopted by 
the House said: 

“The purpose of these bills is to eliminate the 
discrimination, and inequities which exist under 
present tax laws by extending the tax defer- 
ment privilege to the country’s ten million self- 
employed and also to millions of employees who 
are not covered by pension plans. The purpose 
of the resolution is to reaffirm our support of 
the voluntary pension program provided in the 
Jenkins-Keogh bills and to reaffirm our strong 
opposition to the extension of compulsory cov- 
erage of physicians and other self-employed 
persons under Title II of the Social Security Act.” 

The same committee report urged continued 
action to obtain passage of the Bricker Amend- 


ment (S.J. Res. 1) and approved the principle 
of legislation which would reduce or remove the 


limitation on the deduction of medical and 
dental expenses for income tax purposes. It also 
opposed any further extension of the “Doctor 
Draft” Law beyond the present expiration date 
of June 30, 1955. 

The report said that “your Committee feels 
strongly that there should be no further exten- 
sion of the ‘Doctor Draft’ Law. We feel that 
the legislation is discriminatory and urge the 
Committee on Legislation and the Board of 
Trustees to actively oppose any further exten- 
sion.” 

The House acted to accelerate the develop- 
ment of voluntary health insurance by passing 
a resolution requesting the Council on Medical 
Service to proceed immediately with a special 
study of the problems of catastrophic coverage 
and coverage for retired persons. The Council 
was asked to present its findings and recom- 
mendations to the House not later than the 1954 
Clinical Meeting. The resolution pointed out: 

“There are two large groups of citizens for 
whom improved coverage could be offered un- 
der present prepaid medical care plans, namely: 
(a) those individuals who suffer catastrophic or 
long-continued and highly expensive illness and 
whose financial resources are not adequate to 
meet the cost thereof and (b) those citizens who 
have retired and are living on small incomes and 
who are not eligible under presently existing 
public or private plans.” 

The resolution emphasized the medical profes- 
sion’s “responsibility to make every effort to 
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promote such prepaid medical coverage for all 
citizens whose circumstances make them elig- 
ible.” 

Another resolution on voluntary health in- 
surance, adjudged to be emergency business by 
the Reference Committee on Insurance and 
Medical Service and then passed by the House, 
stated that “the American Medical Association 
condemns all insurance contracts which classify 
any medical service as a hospital service.” The 
resolution reaffirmed previous actions of the 
House defining pathology, radiology, anethes- 
iology and physiatry as medical services. 

A secondary emergency resolution, which 
would have endorsed the principle of federally 
subsidized scholarships for prospective military 
personnel in order to encourage the building up 
of a career-basis medica! corps for the armed 
forces, was referred by the House to the Board 
of Trustees for study and action. 

A resolution introduced by the Iowa State 
Medical Society, calling for approval of a joint- 
billing procedure involving services rendered by 
two or more physicians, was referred to the 
Judicial Council, at the suggestion of the Ref- 
erence Committee on Miscellaneous Business, 
with the recommendation “that the Judicial 
Council investigate the factors involved in the 
matter as presented and determine if there are 
new factors or new facets that would cause it 
te change the opinion” determined in 1952. 

The House approved a revision of one section 
of the Principles of Medical Ethics of the A.M.A. 
which clarifies the relationship of physicians 
to all forms of public information media. The 
revision had been worked out by the Council 
on Constitution and Bylaws. 

In an effort to solve the publicity problems 
resulting from unethical practices by a small 
minority of doctors, the House referred to the 
Board of Trustees a resolution calling for ap- 
pointment of a special committee with broad 
professional representation to study all aspects 
of the problem. The Board was asked to study 
and implement the intent of the resolution and 
to report its findings to the House at the June, 
1954, meeting in San Francisco. 

To clarify misunderstandings among _physi- 
cians regarding the rules and regulations of the 
Joint Commission on Accreditation of Hospitals, 
especially as they concern the role of the De- 
partment of General Practice in a hospital, the 
House adopted the following resolution: 
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“That this House of Delegates of the Amer- 
ican Medical Association request the Joint Com- 
mission on Accreditation of Hospitals to publish 
an article, or series of articles, in the Journal 
of the American Medical Association and other 
official publications circulating among the medi- 
cal and hospital professions, to acquaint the 
medical-hospital profession with the regulations, 
bylaws and their interpretations, and 

“That the Commission clarify the methods by 
which an aggrieved hospital or its staff may ap- 
peal a decision with which they are not in 
agreement.” 

In the field of medical education the House 
was “pleased to note” that a fourth grant of 
$500,000 had been made by the American Medi- 
cal Association to the American Medical Edu- 
cation Foundation for financial aid to the na- 
tion’s medical schools. The Foundation reported 
that its 1953 income now totals $1,174,000 and 
that the number of contributors now is more 
than double the total in 1952. 

Dr. Louis H. Bauer, of New York, immediate 
past president of the A.M.A., was elected presi- 
dent of the Foundation just prior to the open- 
ing of the A.M.A. Clinical Session. He succeeds 
the late Dr. Elmer L. Henderson of Louisville, 
also an A.M.A. past president. 

At the opening session of the House, Dr. Mc- 
Cormick in his presidential address made a 
strong appeal to the nation’s physicians for 
“action that will further the full confidence of 
the public in our profession.” 

“Good public opinion cannot be bought,” he 
declared. “It must be earned through exemplary 
conduct and genuine service in the public inter- 
est. Whatever money the A.M.A. and its con- 
stituent societies spend for public education 
and public relations is wasted unless individual 
physicians take wholehearted interest in assur- 
ing the success of these ventures.” 

Dr. Reuling, emphasizing that much serious 
work remains to be done, warned that “times 
are just as troubled as when we had blanket 
bills before Congress which would have social- 
ized the practice of medicine.” 

Dr. Keefer told the House that “the voluntary 
way has been the most successful in the past 
and there is so reason to believe it will not 
continue to be in the future.” He urged maxi- 
mum effort, cooperation and leadership on the 
community level. 

Just prior to the Clinical Meeting the Joseph 
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Your Official Professional 
Group Accident and Sickness Plan 


Approved and recommended by Council Of 
THE ARIZONA MEDICAL ASSOCIATION, INC. 


Provides Maximum Protection at Minimum Cost 


World Wide Coverage 
IT PAYS YOU: 
$2,500 Accidental Death $7.00 a Day for Hospital 
Plus $25 for Miscellaneous 
Expenses 
$5.00 a Day for Graduate 
Nurse, at home 


$300 a Month for Total 
Disability by Accident 
up to 5 years 
$150 a Month for Partial 
Disability by Accident 
up to 6 months 
$300 a Month for Sickness 


up to 2 years 
LOW SEMI-ANNUAL PREMIUMS 
Through Age 49—$49.80 Ages 50 through 59—$56.60 Ages 60 to 65—$70.05 
NO AGE LIMIT FOR RENEWAL 
Policy Cannot Be Terminated Except For 
1. Non-payment of premium 8. Loss of membership in Association 
2. Retirement from practice 4. Termination of master policy 


For additional information and official application contact 
SIMIS INSURANCE SERVICE AGENCY 
State Representatives 


NATIONAL CASUALTY COMPANY 
DWIGHT McCLURE GEORGE B. LITTLEFIELD W. J. WINGAR 
Telephone ALpine 3-1185 407 Luhrs Building, Phoenix 
PAUL H. JONES INSURANCE AGENCY 
Pima County Representative 
617 N. Stone Avenue, Tucson, Arizona 


$10,000 Dismemberment 
and Loss of Sight 


Telephone: Tucson 2-2803 








Our members are dairymen whose busi- 
ness is supplying good milk for 


(NEBSTERG) 


milk and milk products. 

We are aware of the importance of good 
milk to good health and of our obligation 
to supply a product which will merit your 
confidence. 

ARIZONA MILK PRODUCERS 
422 Heard Building Phone ALpine 3-0893 


WHY BUY 


WHEN WE SUPPLY 


Everything in linens and 


uniforms for the physician 
and his staff 








METAL OFFICE FURNITURE 
G. F. STEEL DESKS 
ALUMINUM CHAIRS 


CARDINEER ROTARY & VICTOR 
VISIBLE FILES 


Heinze Bowen & Harrington, Inc. 
228 West Washington St. 
Phone ALpine 4-4179 
PHOENIX ARIZONA 











CITY LINEN SUPPLY INC. 
333 N. 7th Ave. — Phoenix, Arizona 
ALpine 3-5175 
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Goldberger award for outstanding contributions 
in the field of clinical nutrition was presented 
to Dr. James Somerville McLester of Birming- 
ham, Alabama, a practicing physician for more 
than 50 years. The award was presented by 
the A.M.A. through its Council on Foods and 
Nutrition. 

Final registration at the St. Louis Clinical 
Session was expected to total approximately 
7,500, including about 2,700 physicians. 

Respectfully submitted 
J. D. HAMER, M.D. Phoenix, Arizona 





Report On Sixth Annual Public 
Relations Conference 
American Medical Association 
St. Louis 
Your Executive Secretary was privileged to 
attend the Seventh Annual Clinical Meeting 
of the AMA held in St. Louis ‘December 1 
through 4, 1953. Following is a brief report 
on the Sixth Medical Public Relations Confer- 
ence held Sunday, November 30th, at the head- 
quarters Hotel Jefferson, preceding the Clinical 

Session. 

More than 300 physicians and medical society 
public relations personnel were in attendance. 
Dr. Walter B. Martin of Norfolk, Virginia, 
President-Elect, delivering the keynote address 
on “Facing Up to PR Facts,” described medical 
public relations “not as a means of putting our- 
selves in a better light before the public but 
as a way by which we can learn better how to 
serve the public. If our judgment is given 
honestly and fearlessly for the common good, 
it should and will carry weight. If it is founded 
on ignorance or colored by self-interest, it will 
be disregarded.” 

A panel discussion followed on “Making A 
PR Program Work.” Four medical doctors, 
representing officers and especially public re- 
lations committee chairmen of local societies, 
participated, giving excellent examples of how 
their respective groups initiated new approaches 
to the public relations problem, the projects 
generally following those suggested through 
the years by the AMA. 

Leo H. Bartemeier, M.D., of Detroit, Chair- 
man of the AMA Committee on Mental Health, 
delivered a thought-provoking address on “What 
Motivates the Public’s Feelings Toward Medi- 
cine.” Failure to understand what motivates 
patients tends to alienate them from physicians. 
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He urged doctors to try to understand such 
basic motives as fear and a feeling of inse- 
curity. The afternoon session was highlighted 
by two outstanding addresses, one delivered by 
Howard W. Bennett of New York, Manager, 
Economic Education, Plant Community Rela- 
tions Division, General Electric Company; and 
the other by Roger Fleming of Washington, D. 
C., Secretary-Treasurer of the American Farm 
Bureau Federation. “Selling Our Economic 
System” was the theme of their deliveries. 
Americans can and should be proud of ac- 
complishments through the years under our 
economic system, and instead of continually 
being on the defensive, it is time we all “speak 
out” in support of it, challenging anyone any- 
time to match its achievements under any other 
system — and this includes the practice of 
medicine. 

Emphasis was placed on (1) the value of a 
public relations survey to determine criticisms 
of the people of a community; (2) emergency 
call systems; (3) providing medical care for all 
regardless of ability to pay; ((4) distribution of 
posters and appropriate ethical advertising; (5) 
continuance of radio and television programs; 
(6) establishment of health programs; and (7) 
making full use of the valuable services of the 
Woman’s Auxiliaries. 

Dr. Edward T. McCormick, President of the 
American Medical Association, in his address 
before the House at its opening session, made 
a strong appeal to the nation’s physicians for 
“action that will further the full confidence of 
the public in our profession. Good public 
opinion cannot be bought. It must be earned 
through exemplary conduct and genuine ser- 
vice in the public interest. Whatever money 
the AMA and its constituent societies spend for 
public education and public relations is wasted 
unless individual physicians take a wholehearted 
interest in assuring the success of these ventures. 

Respectfully submitted, Robert Carpenter 
Executive Secretary, Arizona Medical Ass’n., Inc. 





Good Reading In Journals You Do Not 
Usually See 

Arizona Medicine receives in exchange about 
sixty medical journals, including all the state 
journals, and many foreign journals. These are 
regularly placed in the Maricopa County Li- 
brary, for the benefit of any doctors who desire 
to read them there, or borrow them. 
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The Professional Goard 


CARE FOR THE HARD OF HEARING IN ARIZONA 


Joseph M. Kinkade, M.D. 
Tucson, Arizona 





The past decade has seen a vast improvement in the education of the deaf child in 
Arizona. This progress has been brought about through the combined efforts of our 
Arizona State Medical Association, county medical societies, the State Department of 
Health, state and local departments of education, and school nurses and physicians. 
The program has been financed by the National Society for Crippled Children and 
Adults (the Easter Seal society), the State of Arizona, state and local departments of 
education,, and the Moose Lodge. 


Available to the deaf child, in several of our cities, are periodic audiometric ex- 
aminations, otological clinics, counseling by the school nurses and doctors, and referral 
to private or clinic doctors. These children may also have the services of the school 
psychologists, and mental health clinics, as well as training in speech therapy. 


In the Phoenix area, there is an excellent pre-school for the deaf child — one of 
two west of the Mississippi. In the Tucson area, consultation service for parents is pro- 
vided through the Department of Special Education of the public school system. At 
the present time, a private pre-school is in the process of organization. 


On the state level, The Arizona State School for the Deaf and Blind, located in 
Tucson, is available for children with auditory handicaps which impair their normal 
progress in the public schools. This schooling is free to children residing in Arizona, 
and provides a public school education from grade one through high school, as well as 
the specialized training so essential to the deaf child. 


This school, with a total staff of seventy-two, has an enrollment of over fifty visually 
handicapped, and over one hundred twenty-five aurally handicapped children. It of- 
fers both academic and vocational courses, plus full athletic, scouting, club and social 
programs. About twenty-five per cent of the graduates attend colleges. 


In the department for the deaf, the oral method of instruction is used. Language 
development, speech, and speech reading are emphasized, as are the training and 
utilization of residual hearing. About sixty per cent of the children use individua! or 
group hearing aids. 


Due to the limited number, and unequal distribution of, otologists, it has been im- 
possible to organize conservation of hearing centers in each of our fourteen counties; 
but our otologists have gone into these areas and conducted otological clinics, and have 
familiarized the general practitioners in these localities with the organized program avail- 
able in the larger cities, to which they may refer their aurally handicapped patients. 


We are hoping that, in the not too distant future, we may have a hearing aid 
clinic. This should be incorporated in the Department of Speech at one of our insti- 
tutions of higher education, or at the Arizona State School for the Deaf and Blind. 
Our next aim is to help promote a resident pre-school at the State School. 


A Conservation of Hearing program is given at the annual meeting of the Arizona 
Medical Association each year. This program is planned to interest all people — 
lay and professional alike — who are concerned with the deaf child, his problems and 
opportunities. 
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Womuna AUXILIARY 





Mrs. Brick P. Storts 
Tucson, Arizona 


WOMAN’S AUXILIARY TO AMA 
10th Annual Conference 


The Tenth annual Conference of State Pres- 
idents, State-Presidents-Elect and National Com- 
mittee Chairmen was held on November 18, 
19 and 20 at the LaSalle Hotel in Chicago with 
representatives from 47 states present. The 
Arizona Auxiliary was represented by Mrs. 
George Enfield, State President, Mrs. Jesse 
Hamer, National Historian and Mrs. Brick 
Storts, State President-Elect. 


Mrs. Leo J. Schaefer, National President, op- 
ened the conference with a most cordial and 
gracious welcome. She urged us to “drop in” 
her hotel suite for a chat. Mrs. Schaefer in- 
troduced as special guests; 6 past national pres- 
idents, the president of the Southern Medical 
Association Auxiliary and the president of her 
own county auxiliary at Salina, Kansas; when the 
Conference presiding officer, Mrs. George 
Turner, President-Elect was presented she said 
“Weicome—you have done well to come. The let- 
ters in the word ‘welcome’, stretched out — 
spell more than the word implies — 


W-—work E-—energy L—love C—companionship 
O—objective M—memory E—energy.” 
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Mrs. Geo. Enfield, State President, Woman's 
Auxiliary and Mrs. Jesse Hamer, National His- 
torian, Woman’s Auxiliary, are getting ready for 
their trip to Chicago for the Conference of 
State Presidents and State President Elects. 


Mrs. Turner explained that the policy of our 
conference was established from the 9 pre- 
ceding conferences and was designed to afford 
the delegates the opportunity for an exchange 
of ideas and to tell new ideas or approaches. 
She pointed out that the speakers would bring 
thought-provoking information on each phase 
of our Auxiliary program with emphasis always 
on how to become better health leaders in our 
own community. Our program is what we 
study and our public relations put what we 
learn to work. Program and Public Relations 
go hand in hand. Know your community. Serve 
your community and Together We Progress was 
her theme for this Conference. 

When Mrs. Schaefer gave her president’s re- 
port, she emphasized the necessity for a close 
relationship among County, State and National 
Auxiliaries. She expressed a desire to attend 
or have a representative attend all State Aux- 
iliary meetings in order that the national view- 
point might be brought to the state group and 
in turn the state viewpoint taken to the Na- 
tional Auxiliary. She explained that she had 
invited AMA representatives to be present at 
our conference panels in order that they might 
act as a liason between the two groups. Her 
theme for the year is “Together We Progress.” 
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In order to do this we must grow, so we are 
urged to increase our membership by ten per 
cent for the year. Since we are expected to 
know more about health problems than the 
average lay person we must first educate our- 
selves as to our local community health facili- 
ties and problems. Then we can serve our 
community for a progressive program. Mrs. 
Schaefer thanked each Auxiliary board member 
and the AMA for splendid advice and coopera- 
tion. 

Dr. Ernest B. Howard, Assistant Secretary to 
the AMA, explained VA medical care as it now 
exists. He pointed out the grave results if this 
program continues with its present setup. In 
1952 VA Medical care was given to 65 per 
cent of non-service connected patients. The 
AMA opposes this practice. 

Throughout the entire conference, emphasis 
was placed on the correlation of our Auxiliary 
program with Public Relations. Panel discus- 
sions showed the adaptation of Auxiliary ac- 
tivities to program and public relations. We 


were reminded that we must give the public 
an appreciation of the health problems. In 
order to do this, we must know our community 


and serve our community. In turn, we must 
know our Auxiliary program: that — Today’s 
Health is the official magazine put out by the 
AMA for the lay public; that the Bulletin gives 
us necessary information about our Auxiliary; 
that our legislative program keeps us informed, 
etc. 

Because each community has different prob- 
lems, we must plan our program on the local 
level. This program is valuable only if it is put 
into action. 

Mr. Thomas Hendricks, Secretary, Council 
on Medical Service, AMA, gave a most informa- 
tive talk entitled “You Are a Model Member 
of Your Medical Auxiliary. He reminded us 
that the medical service is the product that we 
have to sell and that Public Relation is selling 
that product. A good Public Relations job is 
dependent on a well informed membership 
concerning policies of the AMA and its Aux- 
iliary. Only then can these policies be put into 
use. The aims of the council on Medical Service 
are (1) More and better friends for Medicine 
(2) extend the services of medicine (3) render 
service to a community; making it a better 
place in which to live. As Auxiliary Members 
our best contacts are made with lay organiza- 
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tions in our community. If we are active mem- 
bers of such groups, we demonstrate a sincere 
interest to participate in all community activi- 
ties. Our Auxiliary programs can be used to 
achieve good public relations in our com- 
munity. 

In the panel discussion on Public Relations 
— its relationship to program, the following 
elements of human behavior when in contact 
with others were suggested (1) thoughtfulness, 
(2) courteousness (3) interest (4) willingness to 
do more than our share (5) information on 
needs (6) friendly attitude. It was pointed out 
that we must be alert to the actions and opinions 
and dissatisfactions of our lay population. We 
need an informed and friendly public if we are 
to have good Public Relations. Mr. Leo Brown, 
Director, Department of Public Relations, AMA, 
in discussing program and Public Relations sug- 
gested that one was the plan—the other a means 
of carrying it out. Public Relations might be re- 
ferred to as the seasoning in the program — 
(Spice of Life). It is that added something 
that makes a program more interesting. We 
must consider the type of public we are meet- 
ing when we think of our public relations. 
There is a big job to be done in the educat- 
ing the public concerning medical problems. 
He asked us to read the pamphlets sent to our 
husbands by AMA. He said “It’s your AMA. 
Together we can meet the objectives set up by 
the overall program if we know our AMA.” 

American Medical Education Foundation Pan- 
el — was dived into six parts for discussion and 
explanation: (1) Why is the AMAF needed? 
Why do, Medical schools need funds? (2) What 
has the AMA done about the need for funds 
for medical schools (3) What is the National 
Fund for Medical Education? (4) What did the 
Woman’s Auxiliary do last year to help AMEF. 
(5) Fund-raising suggestions for County Aux- 
iliaries (6) AMEF “In Memoriam” cards. 

It was stressed that the AMEF demonstrates 
in a concrete way that our doctors are doing 
comething to fight socialism in the U.S. This 
fund was set up’ with the object being to 
raise funds for medical schools. . President 
Eisenhower has said that the 79 AMA approved 
medical schools are the keystone to our na- 
tional health. If they cannot continue with 
private aid — then Federal help is the only re- 
course. Our Auxiliary goal for this year is 
$10,000. If each Auxiliary member will give 
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fifty cents that goal can be reached. Mr. Hiram 
Jones, Executive-Secretary AMEF compliment- 
ed the Auxiliary on the splendid job we have 
done so far and reminded us that we are a 
permanent part of this program. Since World 
War II medical schools have been faced with 
a shortage of funds. The existing medical 
schools approved by the AMA number 79. 
Men and women must be trained here to handle 
problems facing our country which has the 
highest health standard in the world. The doc- 
tors themselves have proposed that this need 
for funds be met by the medical profession. 
Our job is to educate our members and our 
husbands to such a need and to raise funds for 
the AMEF. The contributors have grown from 
7,300 in 1952 to 16,800 so far this year. Upon 
the success of this program depends largely the 
future success and freedom of medical education 
in this country. 

Legislation Panel was led by the National 
Chairman who reminded us that we must con- 
tinue our vigilance against Socialized Medicine 
and said “Each doctorjs wife is an ambassador 
for her husband and his profession.” 

It was further pointed out that we must be 
well informed in order to bring about a good 
feeling with the public toward our doctors. 
Mr. C. Joseph Stetler, the AMA expert on 
national emergency medical service stated that 
the problems of legislation are not lessened 
by the change of administration. He listed 
the following importanj issues being considered 
at present: 

(1) Bricker Amendment 

(2) VA Services for non-service connected 

(3) Universal Military Training 

(4) Extension of social security for self em- 


ployment 
(5) Federal Aid to private health plans — (as 
polio, heart —) 


(6) Tax deferment for private health insurance 

(7) Free hospitalization for those on old-age 

pension 

(8) Federal Aid to Medical education 

(9) Permanent total health disability 

(10) Health benefits for dependents of service 
personel. 

Mr. Stetler explained that the AMA does not 
initiate or draft legislation but does act on that 
already drafted after a careful analyzation by 
the AMA Board. He pointed out that the Aux- 
iliary Members are the best source of lobbying 
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for AMA legislation. 

Civil Defense: The Chairman of this panel 
emphasized the danger of mass panic in case 
of attack. She said that we must convince 
Russia that we are ready to organize in case 
the bombs come. In this way we can become 
a mighty force for peace. 

Mr. Stetler again spoke for the AMA and 
CD. He said that the Auxiliary’s role in Civil 
Defense is one of the toughest because of the 
apathy among the doctors. We must awaken 
the doctor to his CD responsibility. He must 
know his local CD plan and what he is expected 
to do. All states but one have CD committees. 
Not all are functioning. We can also assist 
in training personnel to help in first aid. We 
must talk up CD, not as a job but as a necessary 
part of our living. 

Nurse Recruitment: Suggestions for the re- 
cruitment of nurses necessarily depends upon 
the community and its needs. Although it is 
a community problem, we as an auxiliary can 
spearhead the demand and act as the liason 
between the medical and nursing group. When 
possible it is well to work closely with a rep- 
resentative of a nursing school. Films, teas, 
loans, hospital tours, and future nurses’ clubs 
were discussed as ways of creating interest 
among the high school students. We can do 
much toward cementing the friendship between 
the nursing profession and the medical pro- 
fession. Together We Progress. 

Mental Health Panel 

Each state president was invited to participate 
on a panel and Mrs. Enfield was asked to give 
a 3-minute talk on State Mental Health insti- 
tutions in Arizona. Mrs. Ross P. Daniel, Chair- 
man of Mental Health and Moderator of this 
panel pointed out that mental health marked 
a new road for the Auxiliary; that we must pro- 
ceed slowly and observe the signs such as 
caution, steep hill and rough road ahead. Al- 
though this is the country’s number one health 
problem, with around 9 million people af- 
flicted in the U. S. or one in twenty now living, 
the American people shun the problem and 
very little money is allocated for the needs of 
mental health. Mental scars do not not show. 
We must educate ourselves toward this need. 
Child guidance, clinics offer the best preven- 
tive measure. Dr. Richard J. Plunkett, sec- 
retary of the AMA Committee on Mental Health, 
said that much can be done in the school 
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room. The educational and emotional role 
must be tied together. Teachers will do some- 
thing either positive or negative. We can help 
direct this in a positive way. Plans are being 
tried and the Mental Health Committee of the 
AMA hopes to be able soon to recommend one 
plan for the Auxiliary to take to the PTA. 

Mr. Enlow, Assistant Director of the Circu- 
lating Department of Today’s Health, explained 
that the AMA does not have enough money to 
support the sales promotion of this magazine 
on the newsstand: thus the real job of selling 
must be done by each Auxiliary member. He 
suggested that P. R. can mean personal re- 
sponsibility and that “Today’s Health” is a val- 
uable tool to use in strengthening the bond 
between the Doctor and the community. We 
need not be apologetic about the magazine as 
it recently won two awards in the fourth an- 
nual magazine show of the American Institute 
of Graphic Arts in New York. Ninety-two 
layouts were selected for awards and exhibi- 
tion from some two thousand entries. 


The Rural Health Panel was moderated by 
Mrs. Neil Woodward, Chairman of the Public 
Relations Committee for the Auxiliary. The 


participants discussed the following topics: (1) 
Meeting the needs for more country doctors 
(2) Assisting allied and lay groups in health 
education programs (3) Surveying existing health 


services available (4) Health Days Mr. Aub- 
rey Gates, Field Director, Council of Rural 
Health, AMA, was the expert present. He 
pointed out that because the farm group had 
stood with the medical profession on the sub- 
ject of socialism, they deserved any help and 
consideration possible from the doctors. The 
farmer must be educated to the need and use- 
fulness of a health program if it is to be car- 
ried out. (Chest X-Rays - milk pasteurization). 
Each program must be based on the com- 
munity needs. “Man’s judgment is no better 
than his information.” The Rural Health Con- 
ferences offer a splendid means of explaining to 
the farm groups the doctor’s situation. 

Organization Panel 

During the discussion of this subject it was 
stressed that the unification of purpose makes 
organizing important with the individual as the 
basis of organization. We need all doctors’ 
wives as auxiliary members if we reach the 
goal set by the national auxiliary organization 
chairman. It is three-fold. 
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(1) To strengthen the existing auxiliary 

(2) To enlist members-at-large 

(3) To make every eligible doctor's wife a 
member 

The key to an active auxiliary is to get the 
individual member to find her field and to 
identify herself in auxiliary work. People join 
a group if they like what, how and when we do 
things. . 

A short history of the American Medical 
Association was given by the President of the 
New Jersey Auxiliary. She pointed out that 
the AMA, founded in 1847 in Philadelphia, is 
the largest medical organization in the world. 
It is a non-profit group dedicated to the pro- 
tection of the public’s health. The AM/. is the 
voice of medicine and our nation is one of the 
healthiest in the world. 

Mrs. C. Alex McBurney, President of the Mis- 
souri Auxiliary, spoke briefly on the World 
Medical Association. She stated that 43 coun- 
tries belong to it with one representative from 
each country having a vote on policies. The 
AMA represents our country. 

Reports were given by the following Na- 
tional Chairmen: Finances; Historian; Publica- 
tions; Revisions; Reference; Recommendations. 

A summary by the Conference Presiding Of- 
ficer, Mrs. George Turner, will appear in the 
December issue of the Bulletin. 

On the last day of the Conference, we were 
taken on a tour and entertained at lunch at the 
AMA headquarters. Several movies were view- 
ed which dealt with health education and 
nurse recruitment. Dr. George F. Lull, Sec- 
retary and General Manager, AMA welcomed 
us to our Association. He urged us to take a 
message home to our doctors which would im- 
press upon them the important and extensive 
services being carried on by their organization; 
the AMA with its 120,000 paying members, 
doing a nine-million dollar business annually. 

Gladys Storts 
Pres.-Elect, Tucson, Ariz. 





DOCTOR: 
Are you thinking of relocating your office! 
perhaps you need an office for your son! 


WHAT ABOUT SCOTTSDALE 


Arizona’s Most Progressive and fastest growing 
community with high per capita income. 
Has an ideal Office Building, residence in rear. 
Combination available for lease or sale. 
PHONE: WHitney 5-6247 or WHitney 5-6242 
or Write: Box 966, Scottsdale, Ariz. 


Or 
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R. Lee Foster, M.D., Phoenix; L. Fer- 


nald Foster, M.D., Mich.; John C. Foster, South Dakota; and Thomas A. Foster, M.D., Maine. The 
Foster’s were attending the meeting of the Editors and Business Managers of the State Medical 


Journals in Chicago, Illinois. 


Los Angeles Radiological Society 
The Sixth Annual Mid-Winter Radiological 


Conference, sponsored by the Los Angeles Ra- 
diological Society, will be held at the Ambas- 
sador Hotel, Los Angeles, California, on Sat- 
urday and Sunday, February 20 and 21, 1954. 

Hotel reservations should be made as soon 
as possible through the Convention Manager, 
Ambassador Hotel, Los Angeles. 


The out-of-state speakers will be Dr. Eu- 
gene P. Pendergrass, Philadelphia; Dr. U. V. 
Portmann, Tucson, Arizona; Dr. Marcy L. Suss- 
man, Phoenix, Arizona; and Dr. F. E. Templeton, 
Seattle, Washington. 

Conference reservations may be made through 
Dr. Harold P. Tompkins, 658 S. Westlake Ave., 
Los Angeles 57, Calif. For further information 
write to Dr. Thompkins. 





LABORATORIES 





DIAGNOSTIC X-RAY 


CLINICAL PATHOLOGY 
ELECTROCARDIOGRAPHY 


PROFESSIONAL X-RAY AND CLINICAL LABORATORY 


507 Professional Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 


AND 


MEDICAL CENTER X-RAY AND CLINICAL LABORATORY 


13813 North 2nd Street 
Phoenix, Arizona 
Phone ALpine 8-3484 


RADIUM THERAPY 


X-RAY THERAPY 


TISSUE PATHOLOGY 
BASAL METABOLISM 





R. Lee Foster, M.D., Director John W. Kennedy, M.D., Radiologist 
W. Warner Watkins, M.D., Radiologist 
Diplomates of American Board of Radiology 
Lorel A. Stapley, M.D., Consultant Pathologist 














